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MEDICAL STAFFING STRUCTURE IN SCOTTISH HOSPITALS 



CHAPTER I 

Appointment and Procedure 

1. We were appointed on 14th November, 1961 by the Secretary of State for 
Scotland and given the following terms of reference: 

“To review the medical staffing structure in Scottish hospitals in the 
light of the principles set out in the Report of the Joint Working Party 
on the Medical Staffing Structure in the Hospital Service; and to make 
recommendations about the organisation of the medical staffing in each 
hospital region and the number, type and distribution of posts 
required.” 

A copy of the Minute of Appointment is set out in Appendix 1 to this Report. 

2. We published a general invitation to interested organisations and indivi- 
duals to submit information or comment on the subjects with which we were 
concerned. A list of the 106 organisations submitting evidence is set out in 
Appendix 2. In addition approximately 100 individuals and ad hoc groups 
made submissions in writing to us, in some instances at our invitation. We 
met a number of individuals and organisations — those who specifically re- 
quested to see us, and those with whom we thought discussion would be specially 
valuable. During our review we visited each region at least twice. 

3. We are greatly indebted to all these organisations and individuals for 
the help and co-operation they have given us. 

4. We considered it desirable to have factual information about the work 
load and the staffing of the units in hospitals when we started our enquiries. 
In order to obtain this information we drew up questionnaires in a form designed 
to take account of the work done in different specialties. A copy of the ques- 
tionnaire for general medical units is set out in Appendix 3. These questionnaires 
were sent to Senior Administrative Medical Officers of Regional Hospital 
Boards who were asked to arrange for their completion. 

5. The Secretary of State directed us when considering recommendations for 
each regional board area to add to our number one no min ee from the Regional 
Board, one from the Regional Consultants and Specialists Committee and a 
general practitioner nominated by the Regional Hospital Board after con- 
sultation with Local Medical Committees in the Region. (These we have called 
our “Regional Advisers.”) In addition, we thought it would be helpful when 
considering particular regions to have present with us a nominee of the Uni- 
versity and the Senior Administrative Medical Officer of the Regional Board. 
Thus in our discussions in the Regions there were five persons added to our 
number in the four larger regions and four in the Northern Region. We also 
had meetings with all advisers together, to discuss and agree upon the general 
principles which we should follow in carrying out the review. 

5 
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CHAPTER II 



“In The Light Of The Platt Report” 

6. We were asked to make our recommendations “in the light of the Platt 
Report.” *We have therefore had that Report very much in mind during all 
our work and in framing our recommendations. For ease of reference we set 
out in Appendix 4 to this Report the summary of recommendations at the 
end of the Platt Report. We think it might be useful here to refer briefly in 
our own words to those recommendations which have been of major importance 
for us : 

(a) The medical staffing structure in hospitals must be based upon con- 
sultants. They are the only doctors in the hospital service (apart from 
general practitioner hospitals) who should take full clinical responsibility 
for the treatment of patients. 

(b) Consultant responsibility is being excessively delegated to other members 
of staff. More consultants are needed. 

(c) The S.H.M.O. and J.H.M.O. grades should no longer be an integral 
part of the staffing structure. 

(d) There should be available in all specialties a medical assistant grade 
in which employment would be without limitation of tenure for doctors 
who will work as assistants to consultants. 

(e) The senior registrar grade should be retained as a training grade for 
future consultants. The numbers in the grade should be limited by the 
future requirements for consultants, including honorary consultants, 
so far as these can be estimated. 

(f) The registrar, senior house officer and house officer grades should be 
retained. 

(g) Additional junior doctors are required for work in hospitals. 

7. In addition to the principles which should govern the employment of 
staff generally, the Platt Report gives recommended standards of staffing (i e 
the number of staff in relation to the load of work) in certain defined types of 
unit. Paragraph 57 indicates that the reasonable work load for a particular 
firm can be assessed only by reference to various individual and local factors 
It then states : 

“. . . in acute units in general medicine and general surgery, in present 
circumstances, a firm of two whole-time or maximum part-time consul- 
tants, assisted by a registrar or a doctor of similar experience and quali- 
fications and two house men might be expected to be able to take 
responsibility for 60 to 80 in-patients with the associated out-patient and 
emergency duties. Whole-time and maximum part-time service are 
taken as alternatives in this context. The number (of patients) may, 
however, vary considerably with local conditions and the type of work 
undertaken and it may well need to be smaller in teaching hospitals. 

It will need to be smaller for some other specialties, e.g., neurology and 
neurosurgery, because of the special complexities of the work. On 

Medical Staffias Structure in the Hospital Service ’. H.M.S.O. Price 5s. Od. (by post 5s. 6d.). 
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the other hand in others where the in-patients include long-stay patients 
who require little by way of regular specialist treatment it will be con- 
siderably higher. In yet others, such as dermatology and physical medi- 
cine in which the work is predominantly concerned with out-patients, 
a work load expressed in terms of in-patients only would be inappro- 
priate, as it would also be for the specialties not directly responsible 
for treating patients. Further the ratio of junior staff to consultants 
will often be less in these other specialties than in general medicine 
and general surgery.” 

8. We have taken this paragraph as the basis for much of our work. It 
must be recognised, however, that the most important recommendation — 
tf-ttwo consultants in acute non-teaching units can take responsibility for 60 
to 80 in-patients and associated out-patients — applies to only a minority of 
consultants working in hospitals. (This we have come to call the “Platt formula”). 
We had therefore to consider how we should deal with those other consultants 
for whom the Platt Report made no specific recommendations. It would have 
been possible no doubt to consider each unit on an ad hoc basis ; and to suggest 
reasonable staffing for that unit in the light of the work for which it was re- 
sponsible. But this would have been realistic only if there had been in our minds 
some accepted standard of staffing — even if it were undefined and unexpressed. 
No such accepted standards were available when we started our work. We 
decided that it was desirable to approach the problem in two ways. First, we 
should try to devise for each specialty some principles of reasonable staffing in 
relation to work load for teaching units on the one hand and non-teaching 
units on the other. Second, we should consider each unit separately with such 
a standard in our minds but without seeking merely to apply an arithmetical 
formula to it. Thus, after reaching agreement about standards which seemed 
reasonable, we have sought to take account of the particular circumstances of 
particular units and to use the standard as a point of reference rather than a 
rigid rule, 

9. This attempt to relate numbers of staff to work load has not hitherto, to 
our knowledge, been attempted in any comprehensive way in Great Britain; 
and certainly it has been by far the most difficult part of our work. In some 
specialties, such as anaesthetics, radiology and laboratory medicine, it is 
difficult even to reach an agreed measure of the load of work — apart altogether 
from the question of how many doctors are required to deal with it. We have 
had discussions with representatives of all the various interests; and as a result 
have agreed on standards which we think reasonable. A full consideration of 
most specialties — how far it is possible to measure or at least to compare the 
load of work in different units and to estimate the number of staff required to 
deal with it — is set out in Chapter V below. 

10. One other aspect of the Platt formula should be mentioned. The Platt 
Report refers to “acute units.” This might seem to imply that all patients in 
such units are acutely ill. It is however a matter of general experience that this 
is not in fact so. A varying proportion — according to local circumstances, 
including the availability of long-stay beds elsewhere — are convalescent or 
suffer from long-term illness. This is not to deny the validity of the formula; 
it merely reinforces our conviction that no formula can be applied with mathe- ' 
matical rigidity. 
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CHAPTER III 



Problems Encountered 

11. In the course of our deliberations we encountered a variety of problems 
concerning the medical staffing of hospitals. Inevitably, there were brought to 
our attention some problems not directly within our terms of reference but 
which give rise to wide-spread interest and sometimes concern. Before we 
deal with those problems which clearly have a bearing on our work, we must 
refer to one major question which is not within our terms of reference but on 
which for the removal of any doubt we must make some comment. 

Senior Registrars 

12. There is understandably great interest in the arrangements for training 
future consultants; and we have had many representations on this subject. But 
this is not our concern. We have been appointed to consider the arrangements 
for staffing the hospitals ; and the limit of our responsibility must be to ensure 
that the staffing arrangements are such that they do not prevent adequate 
arrangements for training not only for consultant posts but for other fields 
of professional responsibility. We have made recommendations about “sup- 
porting staff,” i.e. house officers, senior house officers, registrars and medical 
assistants on the basis of two assumptions: 

(a) the numbers in these grades should be sufficient to carry out the work 
of the hospitals; and 

(b) individuals employed in these grades are receiving training and experience 
which fits them for posts of greater responsibility. 

The posts provided for staffing purposes should allow adequate time for study. 
If exceptionally they do not, additional posts should be provided as part of a 
national plan to meet training requirements . 

13. The Platt report recommends that the senior registrar grade should be 
primarily a training grade for future consultants, and that the number of 
doctors employed in this grade should be determined by the future requirements 
for consultants. This inevitably requires that there should be a calculation 
for Great Britain as a whole of the number of senior registrar posts necessary 
to fill consultant vacancies in the future so far as they can be determined. 
Whatever may be agreed as the Scottish proportion of this total must then be 
allocated to the regions in accordance with their capacity to provide adequate 
training. This conception has already been set out in the Department’s Mem- 
orandum SHM 62/42 about senior registrar establishments. 

14. Our recommendations for the staffing of units have not therefore 
included any recommendations about the number of senior registrars; and in 
future the staffing requirements of hospitals must be met without any reliance 
on members of this grade. Where a senior registrar is allocated to a unit for 
a period of time because it can provide him with training, he will, of course, 
be contributing to the staffing of that unit ; adequate training implies among 
other things, training in accepting responsibility and in doing the job. But his 
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contribution to staffing must be regarded as a bonus — and it must not be for- 
gotten on the other hand that his presence will increase the training commit- 
ment of senior members of the unit. The staffing of the unit must be such that 
when he leaves, it can carry on without difficulty. 

The Medical Assistant Grade 

15. One of the recommendations — and perhaps the most controversial 
recommendation — of the Platt Report is that an assistant grade with permanent 
tenure should be established. The Joint Consultants’ Committee have reserved 
their position on the establishment of such a grade until they have considered 
the results of the review of staffing carried out by hospital boards in England 
and Wales and by this Committee in Scotland. Our review has been carried 
out on the assumption that the grade is available and has included consideration 
of the extent to which posts in this grade might be established. 

16. We have had a good deal of evidence about the possible use of this grade 
in Scotland. A fair summary of this evidence would be that there is little desire 
to reject the grade in principle. There is wide acceptance of the fact that some 
kind of grade below consultant, where doctors can be employed without 
limitation of tenure is desirable. There is however in certain specialties some 
reluctance to accept that this grade can be used in these specialties. 

17. We are satisfied after considering the arguments in the Platt Report, 
the views which have been put to us by those giving evidence, and our own 
study of the problems of staffing in Scotland, that there is a clear need for 
this grade. There are two principal reasons for this: 

1. It is very desirable to have a grade between consultant and the 
registrar and house officer grades, which provides for continuity of 
staffing. The likehhood that it will continue to be difficult to recruit 
registrars makes the need all the more apparent. 

2. Some doctors are suited by temperament and interest to work in a 
specialty without taking full responsibility. There should be provision 
for their employment on a permanent basis. 

18. It is likely that the scope for the employment of medical assistants will 
vary from one specialty to another and from one hospital to another as work 
of the appropriate kind presents itself. Provided there is adequate consultant 
cover — and we have allowed for this in our recommendations — we see no 
reason why this grade should not be available for use in all specialties and all 
hospitals, if local circumstances make this desirable. 

The use of General Practitioners 

19. The employment of general practitioners in hospital is another matter 
on which there is divergence of opinion. Assertions are frequently made about 
the eagerness or otherwise of general practitioners to work in hospitals and 
the willingness or otherwise of hospitals to employ them. In this field general- 
isations are as common as they are dangerous. There is in fact no such thing 
as “the general practitioner” or “the hospital”; there are many different 
practitioners with different ambitions and abilities, and many hospitals with 
different needs. 

20. General practitioners are unlikely to be employed in any substantial 
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numbers in highly specialised units; but we are satisfied that the only reasonable 
assumption to make is that suitably qualified general practitioners may be 
employed in any type of hospital on whatever grade is appropriate to their 
duties. Probably the most likely forms of general practitioner participation 
in hospital staffing (apart from cottage hospitals and general practitioner units 
m other hospitals) are in the medical assistant grade and the “general practitioner 
grade under para. 10 (b) of the Terms and Conditions of Service. 

21. General practitioners are more likely in future to be able to accept 
such appointments if they have spent a few years in hospital work between 
graduation and entry to practice. The Platt Report suggested that the regular 
pattern for British graduates should be to spend at least two years in hospitals 
at this stage in their career. We are satisfied that adequate supporting staff will 
be available for the hospital service only if young graduates do in fact increasingly 
regard this as the normal pattern; and if those who eventually establish them- 
selves in general practice are able in fairly substantial numbers to participate 
in hospital work. 

Supporting Staff Generally 

22. Assuming the existence of the medical assistant grade there are five 
grades of supporting staff — medical assistant, registrar, general practitioner 
employed under paragraph 10 (b) of the Terms and Conditions of Service, 
senior house officer and house officer. It is impracticable in our view to make 
recommendations for each unit specifying the precise numbers in each grade 
of supporting staff to be employed. There is often little difference between 
the responsibility undertaken by members of some of these grades (though 
sometimes too little recognition is given to the fact that the pre-registration 
house officer is primarily a trainee). It may therefore be possible to fill a post 
now in one grade and now in another according to the availability of people 
of different experience. We decided therefore that in our recommendations 
for staff below consultants, we should indicate for each unit merely the number 
of supporting staff who should be employed. It may sometimes be necessary to 
employ a senior house officer instead of a house officer, or alternatively, a medical 
assistant instead of a registrar. Similarly, if a local general practitioner has 
appropriate experience, he may fill a post on a long-term basis as a medical 
assistant (or in other circumstances under paragraph 10 (b)) and thus make 
it unnecessary to continue filling it in one of the limited tenure grades. 

Teaching and Non-Teaching Hospitals 

23. The teaching hospitals form a much higher proportion of the total 
Hospital Service in Scotland than in England and Wales, and we have considered 
carefully the requirements of these hospitals. We have provided for a higher 
ratio of staffing for teaching units in the recognition not only that there is 
a teaching and research commitment, but that the nature of the work itself 
is often more complicated and the investigations more elaborate. We must 
make it clear, however, that in providing for the special needs of the trui ng 
hospitals, we have not postulated that staff be provided for teaching hospitals 
at the expense of the non-teaching hospitals, an extension of whose work is 
visualised in the Hospital Plan for Scotland published by the Secretary of 
State. Our recommendations are based on the need to provide both teaching 
and non-teaching units with the staff required to do the particular work for 
which they are responsible. 

10 
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Regional Variations 

24. At present there are, at least in certain specialties, differences between 
the staffing standards as between one region and another. This is to some 
extent due to different standards before the inception of the National Health 
Service, and to the policies pursued by the different Regional Boards since 
1948. While there should be no rigid uniformity, it follows from any attempt 
to review staffing on a national basis that the extent of these differences should 
be reduced to those which derive from geography and the incidence of specialised 
work. We hope that our recommendations will give reasonable comparability 
of staffing between the regions where the same type of service is being provided ; 
and make available much the same standard of service throughout Scotland. 

The effect of future changes 

25. We have had to take account of the changing scene in two respects: — 

(a) The first concerns the nature of medical practice. This, of course, in- 
cludes not only changes in clinical knowledge and techniques but also 
in the organisation of medical work. One example is the development of 
specialties within general medicine — e.g. cardiology, endocrinology 
and so on. Another is the trend towards greater team work between 
doctors in different specialties. 

(b) The second relates to changes in the physical organisation of the service 
as new building is planned or brought into use. These changes are now 
proceeding and will affect the whole shape of the hospital service. 

26. We cannot anticipate the full effect of any of these changes. It is not 
for us to determine the way in which medical work will be carried out, the 
organisation of hospital wards or the physical pattern of the hospital service. 
Our recommendations relate except when otherwise stated to the current load 
of work in the hospitals as at present organised. We must, however, and we 
have tried to keep this in mind, devise our recommendations so as not to 
inhibit any changes which may seem to be on the way. 

Implementation of our Proposals 

27. We have drawn up our recommendations in the light of the terms of 
reference given us and have not sought to consider the practicability or other- 
wise of implementing our proposals within any specific period of time. We are 
fully aware that apart altogether from current financial restrictions on the 
speed of development of the Hospital Service, there are not sufficient trained 
people immediately available to fill all the posts we have recommended. Nor 
have we thought it our responsibility to determine the priority to be given to 
the individual recommendations. We having set out an establishment for 
medical staffing in the light of the principles of the Platt Report, it is for the 
Secretary of State and the hospital authorities to determine the speed and the 
manner in which it should be brought into effect. 
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CHAPTER IV 



Definitions and Principles 



28. In the previous Chapter we discussed some of the problems which we 

encountered when we first began our review. After considering these problems 
and reaching general agreement with all our advisers, we decided to draw ud 
a list of definitions and general principles before we reviewed each region 
in detail. s 

29. It seemed necessary to include some definitions in order to clarify terms 
which are often used loosely in discussions on staffing. Our definitions are: 

(a) The Medical Staffing Structure is the framework of different grades 
in the National Health Service. 

(b) The Medical Staffing Pattern is the disposition of the various specialties 
and grades. 

(c) The Medical Staffing Establishment is the authorised number of 
posts in each grade. 

(d) The Medical Staffing Strength is the actual number of persons in post 

at a given date. v 

30. Our principles are, in general, a restatement in our own words of the 
principles approved by the Platt Committee or modifications and extensions of 
these principles in the light of our own evidence. They are as follows : 

(1) Consultants 

(a) Establishment 

l. Staffing must be based on consultants and is primarily for the 
purpose of clinical care. 3 

n. The establishment should be such that it is possible for all acute 
admissions to be seen by a consultant within 24 hours of admission, 
except where geographical conditions prevent this, and consultant 
opinion should be available continuously to junior staff, 
in. Doctors who refer patients to consultative out-patient clinics expect 
a consultant s opinion, and therefore staffing should be based on 
the assumption that all such clinics will be under the personal 
supervision of a consultant. 

IV ' c ? n . sultant bears responsibility for investigation and care 

LIT, fl 1Ce ’ ? any diagnostic a nd therapeutic procedures 
acll dele 8ated to doctors below consultant status. When a 
HI Practitioner seeks the services of a consultant he rightly 
tit t receive such services, but there are occasions when all 
tj j tw U1I " eS 1S ec ^ nica ^ or k e lp with some minor procedure. 
^dlIteful ClrCUmStanCeS a consultant service would be unnecessary 



and wasteful. 

(b) Organisation 

U work in firms of two or more. One member of the 

but this mi t resp ° nsible for general administrative control, 
but this must not conflict with clinical independence. 
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ii. Firms could be enlarged to include associated specialties. The 
consultants, each with particular responsibilities and each with 
his own specialised equipment and facilities, could, nevertheless, 
provide relief for each other at times of holidays and sickness. 
Junior medical staff might thus be more easily found and a broader 
training made possible. 

iii. It is desirable for all firms in appropriate specialties to have access 
to longer stay beds as well as acute beds, and the beds primarily 
reserved for chest or infectious diseases, for example, could be avail- 
able for transfer of any patients from the acute beds, if not required 
for their main purpose. There might be seasonal allocation of beds. 

iv. Every consultant in the appropriate specialties should have out- 
patient duties and charge of beds. 

(c) Contracts 

i. A consultant contract should normally be for whole-time or maxi- 
mum part-time service and the present arrangements for option 
should remain. 

ii. As far as possible consultants’ commitments should be limited 
to one main hospital, or one hospital should account for a major 
part of their commitments, which should be arranged to avoid 
excessive travelling. 

iii. In order to foster good relations between hospitals and to dis- 
seminate knowledge of the latest developments in medicine, con- 
sultants in non-teaching units might be given sessional commitments 
in teaching units. 

iv. It may also be of value for consultants who have specialised interests 
to provide a specialist consultative service in other hospitals as 
part of their contracts. 

v. In assessing work-loads, allowance must be made for such factors 
as research, teaching and administration as well as for clinical work. 

(2) Supporting Staff in the Limited Tenure Grades 

(Pre and post registration house officers, senior house officers and registrars). 

(a) While the establishment of posts in the supporting grades should be 
mainly determined by staffing needs, it must be remembered that all 
holders of these posts are in training for their future careers, whether 
these lie in hospital practice or elsewhere. 

(b) There is a case for movement of doctors in these grades among various 
specialties within a hospital or group of hospitals. It is unreasonable 
to expect married men to work at hospitals which are outwith daily 
travelling distance from their main hospital. 

(c) There is a need for posts which can be filled alternatively by either 
registrars or senior house officers. 

(3) General Practitioners 

(a) While the primary commitment of general practitioners remains to 
the patients in their practices, nevertheless there is scope, and indeed 
need, for many of them in the hospital service. 

13 
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(b) General practitioners should only be offered posts in specialist units 
when their qualifications and experience are suitable. 

(c) General practitioners should not be expected to provide the whole 
supporting staff of an acute specialist unit. 

(d) General practitioners are well qualified to provide day-to-day care 
of patients in long-stay beds. 

(4) Research 

(a) All consultants should have facilities and time for clinical research, 
both in non-teaching and in teaching units. 

(b) Where there is a specific sessional allocation for the duration of a 
research project, the establishment or the commitments of the unit 
concerned should be altered to take this into account. 
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CHAPTER V 



Particular Specialties 

INTRODUCTION 

31. In this chapter we discuss the problems of particular specialties and 
explain how we arrive at formulae for assessing staffing requirements in relation 
to workloads. In paragraphs 7-10 we have already mentioned our use of these 
formulae. In paragraph 23 we have shown how they must he adapted in the 
light of teaching commitments. We must re-emphasise that these formulae 
have not been used as a rigid means to determine establishments. Our recom- 
mendations are based on the evidence received relating to particular units, 
while the formulae have served as general guides. Local factors may well 
indicate that some variation is necessary. It is undesirable that any formula 
should lead to any rigidity of staffing in the future. It should always be open 
to any department to point out to the appropriate authorities that its com- 
mitments require special consideration. 



GENERAL MEDICINE AND ALLIED SPECIALTIES 
General Medicine 

32. The Platt Report suggested that the appropriate consultant cover for 
60-80 “acute” medical beds in a non-teaching unit was two. It gave no indication 
of what extra weighting was required for a teaching unit or a professorial 
unit. We had overwhelming evidence that considerable weighting was necessary 
to ensure a satisfactory consultant cover for clinical work, teaching and research. 
After discussion with all interested parties — administration, clinicians. Uni- 
versities and Colleges — formula; were determined, as follows : 

Professorial units : 1 consultant session per 1.5-2 beds 

Other teaching units: 1 consultant session per 2-2.6 beds 

Non-teaching units : 1 consultant session per 3-4 beds 

33. We were impressed by the evidence that consultants in teaching units 
should not have small numbers of sessions in non-teaching units, since this 
interferes with the autonomy of the non-teaching units. 

34. One further factor had to be taken into account. Many general medical 
units have within their complement of beds a proportion of long-stay beds 
and where we have been advised that this is the situation we have made appro- 
priate adjustments in our recommendations, based on the advice of clinicians 
with experience in long-term care. 

35. Fragmentation of medicine into specialties has taken place mainly as 
the result of scientific and technical advances. Further fragmentation is likely. 
In our opinion, it is for the good of medicine that specialists work not in iso- 
lation but in company with specialists in other branches. Each learns from the 
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other; liaison is easier; cover for holidays and illness becomes possible; sup- 
porting staff will benefit and be less difficult to obtain. Those contemplating 
general practice as a career will receive a wider training which will better fit 
them for their future. 

36. For junior staffing we have adhered fairly closely to the Platt Report. 
Allied Specialties 

37. The problems associated with geriatrics, infectious diseases and pul- 
monary tuberculosis are social as well as therapeutic and demand full co- 
operation between hospital authorities, consultants in these specialties, local 
authorities and medical officers of health. Co-ordination of the use of some of 
the beds required for these three specialties is needed. 

Geriatrics 

38. Our determination of consultant and supporting staff requirements was 
based on the local policy of each region and on beds available or likely to be 
available in the near future, but the workload cannot be related entirely to 
beds since a considerable amount of domiciliary work is necessary and this 
probably varies inversely with the beds available. It was considered as a rough 
guide that two consultants with supporting staff would be necessary to deal 
with the problems of geriatrics in a population of 200,000, or in an assessment 
unit of 40-60 beds with approximately 300 long-stay beds. 

39. Although conditions vary in different regions, there seems to be general 
agreement that 

(a) geriatric assessment units should be within general hospitals; 

(b) consultants in geriatrics (particularly in peripheral areas) should work 
as a team with general physicians so that all necessary facilities are 
available, whatever the age of patients, relief at times of holidays and 
absence is made easier, and long-stay beds are available for the trans- 
fer of patients from the acute units ; 

(c) consultants in geriatrics should be trained as general physicians; 

(d) some junior staff may be provided by secondment from acute medical 
units. 

Pulmonary Tuberculosis and Chest Disease 

40. Modem therapy and preventive measures have reduced considerably 
the number of beds required for the treatment of pulmonary tuberculosis. 
Specific therapy has been most effective in the younger age groups and pre- 
ventive measures are likely to reduce the problems at these ages. Elderly patients 
present special difficulties, because they must remain in hospital for longer 
periods, they are not always suitable for out-patient treatment, and pulmonary 
tuberculosis may be complicated by other diseases or degenerations. 

41. While the problems of pulmonary tuberculosis are still considerable 
in certain areas, and in these areas it is important that a specially organised 
tuberculosis service must be maintained for some years, the majority of con- 
sultants in chest diseases now have a small commitment in the field of pul- 
monary tuberculosis, and we do not expect that there will be any further 
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appointments for work wholly in that field. It is our opinion that some chest 
physicians could be most usefully employed in a general hospital in association 
with general physicians and other medical specialists. 

42. With the general contraction in the incidence of tuberculosis there 
have already been some adjustments in the chest services, but the degree of 
contraction has not yet been so accurately assessed that it is possible for us 
to say that a certain number of consultants is no longer required in the larger 
regions. The evidence suggests that gradual reduction is to be expected, but 
we make no specific recommendations for these regions. 

43. Already some consultants have moved into other branches of medicine 
and we see no reason why this trend should not continue. Some consultants 
in pulmonary tuberculosis with background training in social medicine and 
long-term care could make important contributions in the fields of preventive 
medicine and long-term care including geriatrics. When further appointments 
in other specialties are being considered, this source of potential candidates 
should not be overlooked. 

Infectious Diseases 

44. Change in the face of disease and advances in prevention and treatment 
have greatly reduced the need for infectious diseases beds. A considerable 
reduction in the number of beds has been accomplished by closing small and 
less efficient units and concentrating cases in large infectious diseases hospitals. 
It has been suggested that there might be small isolation units in general hospitals 
for intra-mural hospital infections under the charge of a general physician with 
special interest in infectious diseases. 

45. In determining medical staffing requirements it has been necessary for 
us to consider how many beds are allocated for Infectious Diseases. The Hos- 
pital plan for Scotland suggests that 3 beds per 10,000 of the population may 
now be adequate, taking into account regional differences in housing conditions 
and the need for reserves against epidemics. We have borne this in mind, but 
have been mainly influenced by the local experience and policy on the dis- 
position of beds. We have assumed that there will be sufficient beds avaflable to 
cope with any outbreak of contagious disease and with the investigation and 
treatment of acute gastro-intestinal and acute respiratory infections. 

46. The concentration on large infectious diseases hospitals ensures that 
specialists can be trained in the treatment of these conditions and that research 
can be undertaken. Such hospitals should be staffed by consultants in infectious 
diseases. In areas where there is no large infectious diseases hospital, the 
supervision of infectious diseases cases should be by a consultant physician. 

DERMATOLOGY 

47. In assessing establishments in this specialty, we have taken into account 
the relatively heavy out-patient load and lighter in-patient load compared with 
other medical specialties. 

48. It has been suggested to us that a team of one consultant with two 
supporting staff can satisfactorily deal with a workload of about 1,500 new 
and 6,000 return out-patients per year, together with 30 beds in a non-teaching 
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unit, and we have used these figures as a rough basis in assessing staff require- 
ments. In this specialty, the relationship of staff to population in a Region is 
also a reasonable guide. 

49. We regard the specialty as one in which general practitioners are able 
to make a significant contribution by assisting in a part-time capacity, in 
out-patient clinics and possibly also in the wards. We therefore recommend 
that some junior posts, possibly rotating with other specialties, should be 
available for intending general practitioners so that they can equip themselves 
for later permanent part-time appointments. We recommend that the number of 
staff in the supporting grades should be sufficient for this purpose, and also 
to allow some of those intending to specialise in dermatology to spend a period 
of attachment in general medical units, during which period a higher qualification 
in medicine would be obtained. 

50. We consider that there is a strong case for developing, in centres of 
population, peripheral out-patient clinics conducted by visiting consultants, 
so that undue travelling by patients can be avoided. Our staffing recommen- 
dations have also taken this into account. 



VENEREOLOGY 

51. The downward trend in the work in this specialty appears to have been 
halted and, indeed, increases are detectable in some areas. In addition to the 
purely clinical aspects, provision should be made for the social and preventive 
aspects. We recommend that the venerology service should continue to be 
organised on an area basis with a consultant responsible for a defined area. 
In some districts valuable help is being given by general practitioners, and this 
type of staffing should be extended. Such appointments could be in the 
medical assistant grade. 



SURGERY AND ALLIED SPECIALTIES 
General Surgery 

52. In general surgery we have taken as a guide to consultant staffing the 
Platt formula of 2 consultants and supporting staff for 60 to 80 acute beds in 
a non-teaching unit. 

We have modified this fonnula in professorial units and in other teaching 
units in recognition of teaching and research commitments, as follows : 

Professorial Units — 1 consultant session per 1.5 to 2 beds. 
Other Teaching Units — 1 consultant session per 2 to 2.6 beds. 
Non-teaching Units — 1 consultant session per 3 to 4 beds. 

This has led to a considerable increase in consultant posts recommended 
but we believe that this is implicit in the Platt Report finding that consultant 
work is being delegated to an excessive extent. 

Increasing Specialisation 



53. The trend to specialisation has been discernible both at home and 
abroad since the 1914-18 war. In surgery, more than any other field, it has 
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developed rapidly so that now ten separate specialties can be distinguished. 
We believe that the trend is likely to continue and that in a technical field like 
surgery it is in the patient’s interest. 

54. But it poses problems in hospital staffing especially in the smaller regions. 
As general surgeons retire should they be replaced by specialists? Or should 
more complex cases be referred to larger centres? It does not seem possible 
at this stage, to do anything other than to plan the surgical staff on the basis 
of the present work load and make recommendations for specialist appoint- 
ments where there seems to us to be an obvious deficiency. 

Individual Specialties 
Orthopedics 

55. The work pattern in orthopaedics is si mil ar to that in general surgery, 
i.e., there are in-patient and out-patient duties, emergency work and teaching 
and research in teaching hospitals, but, in addition, there is a larger component 
of long term patient care which is not found in general surgery. In making 
our recommendations, we have been guided by the opinion of local and 
national organisations but the recommendations correspond closely to the 
formulae noted in Paragraph 52. The role of orthopaedics, of general surgery 
and other surgical specialties in the emergency services is discussed below 
but we do not believe that much increase in staff is involved. 

Urology 

56. Urology involves time-consuming endoscopic investigation, often of 
out-patients, and the bed complement is not an entirely accurate guide to 
staffing needs. We have taken note of this in our recommendations and have 
weighted the Platt formula accordingly. 

Neurosurgery 

57. Because of the complexity of the technical side of neurosurgery a weight- 
ing of the Platt formula is necessary and we have recommended one consultant 
for 15 to 20 beds. 

Thoracic Surgery 

58. Thoracic surgery presents a difficult problem because of the run down 
of pulmonary tuberculosis. This has been compensated to some extent by the 
development of cardiac surgery. But not all thoracic surgeons have under- 
taken the more complicated cardiac operations. We feel that there has been 
some overstaffing in this specialty and in some instances have recommended 
a reduction in staff. 

Pediatric Surgery 

59. Paediatric surgery is developed as a separate specialty only in the South 
Eas tern and Western Regions. In other Regions surgery in children is under- 
taken by other surgical specialists. Even in the South Eastern and Western 
Regions, plastic, cardiac and neurological surgery in children is carried out not 
by paediatric surgeons but by the specialists in these fields. 

We recommend that the present arrangement should continue and find that 
the consultant needs are well met by the formula for general surgery noted 
above. 
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Plastic Surgery 

60. A plastic surgery service is established in the South Eastern, Western and 
Eastern Regions but not in the North Eastern or Northern Regions. 

We believe that plastic surgeons have an important part to play in the emerg- 
ency services especially in the management of severe burns. 

Otolaryngology and Ophthalmology 

61. In each of these specialties out-patient consultation makes up a very 
large part of a consultant’s work. The Platt formula is really not an appro- 
priate one, and we have been guided in making our recommendations by 
opinion of national and local bodies. 

62. We feel that it is important from the viewpoint of both patient and 
consultant that separate hospitals for all these specialties should not be planned 
in the future. Units should be attached to the hospital centres where consul- 
tation with colleagues and the best ancillary services are readily available. 

Casualty Department 

63. The name “Casualty Department” is a misleading one with its implication 
that accidents are the only cases which attend. In fact, a good description of 
a casualty department is the general practice of the hospital to which all sorts 
of cases come. It is true that the majority of cases are minor injuries or in- 
fections. But many of the most seriously ill patients are suffering from such 
medical conditions as cerebro-vascular accidents, coronary occlusions and the 
like. For this reason persons of wide training and experience are required as 
staff. 

64. We recommend that 

(a) in these departments, the service should be in charge of a consultant 
devoting a large part of his time to this work; 

(b) consultant opinion in all specialties should be readily available; 

(c) supporting staff should include persons of wide training and experience, 
including experienced part-time general practitioners, on a part-time 
basis possibly in the medical assistant grade. 

Emergency Services 

65. The future of the emergency services in general hospitals is under active 
discussion at all levels in the Health Service. In general, it may be said that 
opinion is gradually moving to the view that modified emergency service is 
desirable in all major hospitals. This service would deal with all patients brought 
to the hospital acutely ill whether as a result of accident or disease. The staffing 
of such a service is outwith the scope of this report. 

Junior Staff 

66. Apart from pre-registration house officers, most of the junior staff in 
surgery and particularly in the allied specialties are aiming at a specialist 
career. There is, therefore, unlikely to be much scope for the medical assistant 
grade except perhaps in ophthalmology, otolaryngology and in the emergency 
services as mentioned above. The number of supporting staff in surgery and 
the specialties is similar to that in medicine. 
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OBSTETRICS AND GYNAECOLOGY 



67. In terms of the consultant grade we accept the principle that obstetrics 
and gynaecology constitute a single specialty, and our review has shown only 
one instance which does not include both. 

68. Our formulae in terms of units of approximately 50 obstetric and 30 
gynaecological beds, were as follows : 

a) Professorial units : 4 consultants and 6 supporting staff 

b) Other teaching units : 3 consultants and 5 supporting staff 

c) Non- teaching units : 2 consultants and 3 supporting staff 

69. In rural areas, we have made allowance for increased time in travelling 

and absence from the main centre. The special problem of proper staffing, and 
at a proper grade, in remote areas is referred to in the recommendations for 
the Northern Region. 

70. While there will be a place for the medical assistant grade in the staffing of 
combined obstetric and gynaecological units generally, we consider it may be 
a particularly appropriate grade in the staffing of hospital ante-natal services. 

ANAESTHETICS 

71. We have studied several methods of assessing staffing needs against 
various indices of work load. These have included the relationship to operating 
sessions, consultant surgical staff served and number of beds which give rise to 
anaesthetic work. None of these alone produces a formula valid or precise 
enough to be of general application to every situation. Indeed, there is the added 
difficulty of defining the terms accurately enough for statistical purposes. 

72. The establishments recommended are based on a study of individual 
work patterns and evidence presented to us from those practising the specialty, 
and we have used the indices referred to above only as guide lines to check the 
accumulated figures in our recommendations. 

The proposals we make should provide sufficient staff at the right levels 
adequately to meet the present demands from the surgical specialties. 

73. We have studied the extent to which the total woric of anaesthetic de- 
partments can be organised to include posts held by staff with less skill and 
experience than that normally required of a consultant. We are satisfied that 
in most departments (and the larger the department the more appropriate it 
will be) some anaesthetic work can safely be delegated to assistants. These would 
fall into the following three categories : 

a) Anaesthetists in training. 

b) Intending general practitioners wishing to 
acquire some anaesthetic experience. 

c) Specialists within a limited field of 
anaesthetics and in an assistant capacity. 

Supervision by a consultant, though not necessarily in the theatre at the 
same time, should be available and in calculating consultant needs these super- 
visory duties have been borne in mind. Departments should be so organised 
that work carrying full responsibility should be allotted to those holding 
consultant posts and should not be improperly delegated to unsupervised 
supporting staff. 
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74. Our recommendations imply the reorganisation of some individual 
appointments to reduce unnecessary travelling, though to give variety of 
experience and for the satisfactory organisation of on-call rosters, some multi- 
hospital appointments are inevitable. 

We recommend that anesthetists should form the largest possible group 
compatible with the special interests that some may have within the specialty 
and with the dictates of geography. 

75. We have considered specially the case of the small peripheral or island 
hospital where surgery of a limited scope is undertaken. Anesthetics are nor- 
mally given, and satisfactorily given in these hospitals by general practitioners 
with experience in the subject and often holding the D.A. qualification. These 
practitioners are, at present, employed in one or other of the grades below 
consultant. Continuous day-to-day consultant supervision is often not necessary 
in such situations. 

In the special circumstances of these hospitals, we recommend that the 
possibility of their employment on a grade other than consultant should 
continue, subject to general supervision of the standard and scope of the 
work by a consultant anaesthetist albeit at a distance. 

PSYCHIATRY 

Adult Psychiatry 

76. In Scotland, there are comparatively few general hospital psychiatric 
units, and area mental health services continue to be based on mental hospitals. 
These hospitals are now expected to provide a much wider service than before. 
Not only have the demands for in-patient treatment risen very substantially, 
but an area service should now include out-patient clinics in all centres of 
population, day hospitals in the larger centres, frequent domiciliary con- 
sultations with general practitioners and regular consultations with colleagues 
in the wards of general hospitals. In addition, new drugs and new techniques 
have encouraged more active work in the treatment and rehabilitation of 
long-term patients. Undergraduate and post-graduate teaching time is being 
increased to a considerable extent, and area mental hospitals now share a 
considerable burden in the training of nurses and health visitors. There are 
increasing demands for psychiatric advice from the Courts. Borstals, approved 
schools and prisons have come to recognise the part psychiatry can play in, 
the management of some of their more difficult offenders. The Mental Health 
(Scotland) Act 1960, has only recently come into full operation, but it lays a 
foundation for a greatly increased community and domiciliary service together 
with the possibility of many more psychiatric units in general hospitals than exist 
at present. Most of the plans for this are in the formative and tentative stage, 
and we have not taken account of them in our recommendations. There is a 
great need for ordinary clinical research in psychiatry and ample material 
is available for this provided the doctors have sufficient time to carry it out. 

77. In attempting to reach some formula on which to base establishments 
which would cover these commitments, we were greatly assisted by the Scottish 
Division of the R.M.P.A. which had independently collected data and opinions 
from its members. The Platt Report suggested that staffing in psychiatry 
should be on a consultant/registrar type of organisation without giving any 
indication of what such a team might be expected to do. The R.M.P.A. suggested 
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to us that an appropriate team would be a consultant and two supporting staff 
who might be registrars, medical assistants or senior house officers, and that 
such a team might deal with 25 short-term and 175 long-term beds along with 
their share of the area mental health services. We have found that it is often 
difficult to determine the exact numbers of short-term beds; admission figures 
can give only a rough index. Hospitals vary considerably in their proportions 
of acute, long-term and community work. We have, therefore, used the formula 
only as a general guide in considering the widely differing circumstances in 
each hospital area. The R.M.P.A. also suggested to us that the teaching and 
research requirements of professorial units would justify two consultant teams 
in addition to those required for purely service needs. 

Our formulae, then were as follows : 

a) Non-teaching units (25 short-term, 175 long-term beds) 

1 consultant, 2 supporting staff. 

b) Professorial units (25 short-term, 175 long-term beds) 

3 consultants, 6 supporting staff. 

78. There are few psychiatric units in general hospitals at present, but it 
is likely that such units will be developed widely in the future. We are con- 
vinced that from a staffing and training point of view, there is a clear case for 
these units to be staffed in conjunction with the neighbouring mental hospital. 
Future appointments should be joint ones in order to aim at a fully integrated 
staff who would have the opportunity to continue care of their patients at all 
stages of illness. Where no general hospital psychiatric unit exists at present 
the staff of the appropriate mental hospital should have appointments on the 
staff of the general hospital and preferably have sessional commitments there. 
Similarly, general hospital staff who are frequently called into consultation 
by the mental hospitals should have appointments on their staff. This applies 
particularly to geriatrics. The two fields have so many problems in common 
that further integration is essential for the good of the patient. 

79. With regard to supporting staff, we have evidence that Senior House 
Officers are likely to be attracted only to teaching units and that this is the most 
appropriate place for them. While we have not attempted to apportion sup- 
porting staff grades in any units, the teaching units should have as many appoint- 
ments in the S.H.O. grade as in the registrar grade. In recent years provision 
has been made by university departments for the formal training of registrars 
in the surrounding area, and time must be available for registrars to avail 
themselves of these opportunities. There have always been, and probably always 
will be, a number of doctors who prefer working in psychiatry to any other 
branch of medicine, but who have not the necessary temperament or quali- 
fications to obtain consultant posts. The new grade of medical assistant will 
allow these doctors to continue having a satisfactory career in psychiatry and 
a number of posts in the supporting staff may well be filled in this grade. We 
have made no specific recommendations for the employment of general prac- 
titioners, but this is in no way meant to exclude their employment where they 
have suitable qualifications or special experience to offer. 

Mental Deficiency 

80. We had no formula laid down by the Platt Report. It has been suggested 
to us that for every in-patient to be seen once a week by the consultant, one 
consultant session is required for every 50 beds. We recognise, however, that 
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practice in mental deficiency is in the process of change. There are increasing 
demands on consultants’ time for community work, teaching, and the Courts, 
while the introduction of specialist non-medical staff is likely to change the 
scope of work of the consultants in the hospital itself. In this changing situation 
we have, therefore, had to be guided by local experience and opinion. The 
increasing calls on paediatricians in the mental deficiency field should be 
recognised by their having appointments to the appropriate mental deficiency 
hospital. 

Child Psychiatry 

81. In common with adult psychiatry, there have been increasing demands 
for psychiatric opinion and treatment for children in recent years. These 
demands come not only from general practitioners and hospital consultants, 
but from education authorities, Courts and penal institutions. In-patient 
child and adolescent psychiatric units have been set up and more are required. 
Some child psychiatry forms part of the training of general psychiatrists and 
much of child psychiatry is being done at present by general psychiatrists with 
such training. Child psychiatry, however, has become a recognised specialty 
in its own right, and the ultimate aim should be for this work to be done, by 
consultants with full child psychiatric training. There have been very few 
training posts in Scotland, and we would urge that a high priority be given to 
the establishment of more senior registrar posts. Until more trained people 
are available, we would recommend that an additional consultant in child 
psychiatry be established in each Region. It is desirable that child psychiatry 
staff should be integrated with paediatric and adult psychiatric units. 

Forensic Psychiatry 

82. The increasing needs of the Courts and penal institutions for specialist 
advice require the services of people who have had special training and experi- 
ence in forensic psychiatry, but we are convinced that it would be wrong to 
staff a separate specialty of forensic psychiatry which might become divorced 
from the general field. There should be, however, a consultant in each of the 
four larger regions who would have forensic psychiatry as the major part of 
his duties. If such an individual had an appointment on the Psychological 
Medicine Staff of the University, it would facilitate the training of selected 
senior registrars, who, when they become consultants, would form a body of 
expert opinion for the Courts and have sessional commitments at the penal 
institutions. In the Western Region where there is a large prison and borstal 
population, there should be an initial addition of the equivalent of two con- 
sultants’ time. 

RADIOLOGY 

83. We had considerable evidence that the demands made on radiological 
services are increasing. The number of films used is increasing in every radio- 
logical department, and at the same time radiologists are undertaking more 
complicated examinations. 

84. We found that there were three divergent views on the role of the radio- 
logist as far as reporting on films is concerned. The first was that the radiologist 
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must be responsible for the interpretation of every X-ray film. The second was 
that some specialists, for example chest physicians, urologists and orthopaedic 
surgeons are trained to interpret films within the limits of their own specialty 
these andthat the radiologist need report on films only at therequestof specialists. 
The third was a middle view which we ourselves accept. This was that while 
some specialists may form their own opinions on films without the assistance 
of radiologists, it is desirable that the radiologist should be available for the 
scrutiny of all films so that technical standards are maintained and the full 
range is available for radiologists in training to obtain sufficient experience over 
the whole field. 

85. The consultant radiologist should have access to all films and should 
be responsible for special examinations, protection from radiation hazards 
and the training of radiographers, and should take part to an increasing extent 
in clinical discussions. 

86. It is difficult to assess the number of staff required in relation to work 
load. We considered several possible indices, such as the number of films used, 
the number of special examinations performed, points systems, the number of 
beds served, the number of consultant sessions in other specialties in the hos- 
pitals served, the number of patient/day/attendances and the population served. 
We found it impossible to use any of these alone as the basis for an acceptable 
index. After we had reached provisional conclusions, however, it appeared 
that these would result in recommending for all departments, one consultant 
for approximately 15,000 patient/day/attendances per annum. As junior staff 
in the specialty will he largely trainees who will he working in the teaching units, 
supporting staff in non-teaching units will be minimal and the work load per 
consultant therefore will be similar in the two types. Special allowance has 
been made for departments with special teaching commitments or an exceptional 
load of specialised examinations. 



LABORATORY SERVICES 

87. The laboratory services covered by our remit are : 

1. Pathology 

2. Microbiology including Bacteriology and Virology 

3. Biochemistry 

4. Haematology 

88. The demands on these services are increasing, since most of the technical 
advances in investigation or treatment require some laboratory support, and 
most basic research involves laboratory work. 

89. These increasing demands have to he balanced against increased auto- 
mation. Although this is likely to reduce the work of technicians in routine 
investigations particularly in biochemistry and hsmatology, the need for the 
consultant will remain to control, evaluate, instruct and advise. 

90. Formuke for determining consultant needs were difficult to come by but 
were eventually agreed upon after considering the reasoned recommendations 
of the senior members of the laboratory services and after discussion with other 
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interested parties. The formulae agreed upon as a rough guide were as follows: 

Pathology: (a) University laboratories: 2 consultants for about 1500-2000 

reports per annum. 

(b) Other laboratories: 1 consultant for about 1500-2000 
reports per annum. 

Hmnatology: 1 consultant (with no teaching commitment) for about 12,000- 
15,000 reports per annum. 

Bacteriology: (a) University laboratories: 1 consultant for about 6,000 
specimens per annum. 

(b) Other laboratories: 1 consultant for about 12,000 speci- 
mens per annum. 

Biochemistry: 2.7 biochemists of all grades per 100,000 population. No 
distinction is made between graduates with medical quali- 
fications and graduates with science degrees only. 

These formulae assume that adequate technical assistance and appropriate 
automatic devices are available. 

91. Certain general principles are accepted — 

1) Wherever possible, hospitals should be grouped to provide sufficient 
work for consultants in individual specialties. 

2) Where a hospital laboratory service only requires a single consultant 
he should have been trained primarily as a pathologist. 

3) Wherever possible, biochemistry laboratories should be under the 
charge or supervision of a consultant biochemist or a non-medical 
biochemist of appropriate grade. 

4) A consultant virology reference service should be established in the 
four University centres. 

92. When considering the staffing of laboratories in the junior grades, 
we were confronted with an extremely complex situation. A large proportion 
of the service needs are met in Scotland by university laboratories, either directly 
or by the secondment of staff in training from university laboratories to gain 
experience. Further, the majority of the junior staff in this specialty will have 
decided on a career in laboratory medicine and must be regarded as “in training” 
from the start, either for hospital or academic posts. It is not possible, therefore, 
clearly to identify staff required to meet the service demand from those required 
for teaching and basic research. Indeed, the extent of this last factor varies 
widely with different centres and different branches of laboratory discipline. 

93. Our numerical recommendations for junior staffing can only be regarded 
as a rough guide and these may require modification in the light of special 
circumstances which are outwith our remit. 

94. We were attracted by the recommendation that it would be of value 
for trainees in other specialties if there was a small number of extra posts 
available, the duties of which would cover the various laboratory disciplines. 
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CHAPTER VI 

Detailed. Recommendations 

Introduction 

95. We set out below our proposals for the establishment in each specialty 
in each region. The following points should be borne in mind when interpreting 
the figures given: 

(a) Our recommendations assume that consultant posts will normally 
be offered on a whole or a maximum part-time basis, the major duties 
of the post, subject to certain modifications which have been noted under 
individual specialties in earlier chapters, being carried out in one unit 
or department. Thus, when, say, three consultants have been shown 
against a particular unit, it is not intended that these should normally be 
held by four or more consultants each with less than maximum part-time 
sessional duties in the unit. 

(b) For reasons already explained, we have not attempted to break down 
the supporting staff into the various junior grades. 

(c) Senior registrars are excluded from the supporting staff figures both in 
our proposals and in the staff shown as at 31st December 1961. 

(d) Throughout Scotland there are at present a number of S.H.M.O. posts. 
In accordance with the Platt Report, we have not included this grade 
in our recommendations. In our view some of the posts at present held 
by S.H.M.O.s should be consultant posts but others will fall into the 
supporting grades. It is no part of our function to consider the grading of 
individuals. 

(e) For each specialty we have noted the regional total of posts proposed 
together with the staff at 31st December 1961 as reported to us in the 
questionnaires. In each case these have been broken down as between 
consultants, S.H.M.O.s and supporting staff. Since these questionnaires 
related only to specialist units in hospitals with more than 50 beds 
(except where we particularly asked for further information) these 
figures do not necessarily include all the specialists working in the region. 
In some cases general practitioners with part-time consultant or S.H.M.O. 
grading were not included; in other cases there are isolated sessions for 
out-patient clinics in peripheral areas which were not mentioned in 
the questionaires. The figures which we give, therefore, do not correspond 
exactly with other published statistics of the staff employed in each region. 
They are given only as an indication of the changes which we recommend. 

(f) In describing the units briefly for purposes of identification, we have 
not mentioned all the commitments of each unit. Unless we state speci- 
fically that these commitments should be undertaken in some other way, 
it should be understood that the units should continue to provide all 
the services at present given. 

(g) It should also be understood that where the work in any small hospital 
is not mentioned in our recommendations, we expect the present arrange- 
ments to continue. We have not considered it necessary to include in 
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this report, except in some special cases, any recommendation for 
general practitioner hospitals where the staffing depends wholly on 
general practitioners. 

(h) We have stated that our recommendations make allowance for duties in 
teaching and professorial units. Our proposals therefore include staff 
engaged on clinical duties whether employed by Regional Boards or by 
Universities. As far as our proposals and our statistics of staff as at 31st 
December, 1961 are concerned, university employees have been regarded 
as equivalent to whole-time staff in the appropriate Health Service grade. 

NORTHERN REGION 

General Introduction 

96. Nearly all the specialist services for the Northern Region are based on 
the hospitals in Inverness. There are at present independent services in Storno- 
way in general medicine and associated specialties, general surgery, obstetrics 
and gynaecology and anaesthetics, and there are surgeons in Wick, Golspie 
and Fort William. Apart from these areas and Dingwall, the in-patient services 
in the region are the responsibility of general practitioners. Most out-patient 
services are provided by consultants travelling from Inverness. 

97. There are three special problems due to the geographical features of 
the region. The first is that in specialties where there is only one consultant, 
his necessary absence from Inverness on consultant work in outlying areas 
implies that there is no consultant cover for his specialty in Inverness at these 
times. Where possible our recommendations have taken account of this, but 
after careful consideration we have come to the conclusion that in certain 
specialties, medical pediatrics and dermatology, for instance, the amount of 
work undertaken cannot justify more than one consultant. We suggest that 
the problem raised by the absence from Inverness of single-handed consultants 
can be solved by ensuring that a consultant in an associated specialty, a general 
physician, for example, in the case of medical paediatrics, is available in Inver- 
ness, and by the creation of permanent posts as assistants to the single-handed 
consultant. 

98. The second problem concerns the provision of consultant holiday cover 
and arises from the small population and the distance of the Northern Region 
from the four main medical centres which makes locum provision difficult. The 
present arrangement is that locum consultants are employed as required for 
this purpose, and we recommend that this system should continue. 

99. The third problem is the grading of posts in remote areas where the 
workload in a specialty does not justify a whole-time consultant. Where the 
area is remote, and a single specialty is involved, the best arrangement is the 
appointment of a suitably qualified general practitioner working independently 
as a part-time consultant. In those places where there are already consultants in 
associated specialties, these can supervise the work with the support of medical 
assistants for day-to-day care in the specialty concerned. 

Detailed Recommendations 
Medicine and Geriatrics 

100. The main centre of the Region is Inverness, and most of the acute 
medical beds are in two hospitals, the Royal Northern Infirmary and Raigmore 
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Hospital. The workload for general medicine based on these hospitals, together 
with long-term commitments in Inverness, Ross-shire and Migdale requires 
five consultants. One or two of these consultants should be responsible for 
the organisation of geriatric services in the Region. 

This recommendation takes into account the peculiar geographical features 
of the Region which call for a considerable amount of time being spent at 
peripheral clinics. A consultant in general medicine should be based at Caithness. 

The consultant responsible for general medicine in Lewis should also super- 
vise chest and infectious diseases and geriatrics with the aid of a medical 
assistant. 

Staff as at 31.12.61 Proposals 

5 Consultants (49 sessions) 7 Consultants (63-77 sessions) 

1 S.H.M.O. (4J sessions) 

8 Supporting staff 10 Supporting staff 

Detailed Proposals 

Inverness and Caithness 6 Cons. 9 Supporting staff 

Lewis 1 Cons. 1 Supporting staff 

Medical Pcediatrics 

101. The present workload does not justify the employment of two consult- 
ants. The consultant paediatrician should have the support of a medical assistant. 
When a consultant paediatrician is not available consultant cover should be 
given by a general physician. 

Staff as at 31.12.61 Proposals 

1 Consultant (11 sessions) 1 Consultant (9-1 1 sessions) 

4 Supporting staff 4 Supporting staff 

Chest Medicine and Infectious Diseases 

102. One consultant post as at present is sufficient for the supervision and 
control of chest diseases and infectious diseases on the mainland. He will 
require the assistance of two medical assistants. The consultant responsible 
for general medicine in Lewis should also supervise chest and infectious diseases. 

Staff as at 31.12.61 Proposals 

1 Consultant (11 sessions) 1 Consultant (9-1 1 sessions) 

3 S.H.M.O. s (26i sessions) 3 Supporting staff 

G.P.s (5 sessions) 

Detailed Proposals 

Mainland 1 Cons. 2 Supporting staff 

Lewis — supervision by general 1 Supporting staff 

physician 

Dermatology and Venereology 

103. Though it is desirable wherever possible to avoid staffing departments 
with a single-handed consultant, there would not seem to be a big enough 
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workload in this region to justify two consultant posts. We therefore consider 
that the establishment should remain at one consultant, assistance being given 
either by a registrar or by suitably qualified part-time general practitioners. 

Venereology at present is covered by the dermatologist. As opportunity 
occurs, it might be more satisfactory for the Region to be included in the area 
of responsibility of a consultant from Aberdeen with part-time assistance from 
suitably qualified general practitioners. 

Staff as at 31.12.61 Proposals 

1 Consultant (9 sessions) 1 Consultant (9-11 sessions) 

1 Supporting staff 1 Supporting staff 



General Surgery — Mainland and Lewis 

104. The staffing in general surgery and the allied services in Inverness 
is straightforward. 



Staff as at 31.12.61 
7 Consultants (71 sessions) 
Supporting staff 



Inverness 
Lewis 
Wick 
Golspie 
Fort William 



Detailed Proposals 
Cons. 
Cons. 
Cons.'| 
Cons. )■ 
Cons.J 



Proposals 

Consultants (72-88 sessions) 
Supporting staff 



Supporting staff 
Supporting staff 



Supporting staff 
as available 



General Surgery — Other Centres 

105. The use of suitably qualified general practitioner surgeons in Skye 
and Uist is to be encouraged on account of the geographical factors. 

Staff as at 31.12.61 Proposals 

2 S.H.M.O.s (7 sessions) 13 Consultant sessions 

3 G.P.s (11 sessions) 



Broadford 

Daliburgh 



Detailed Proposals 

6 Consultant sessions 

7 Consultant sessions 



Orthopedics 

106. Staff as at 31.12.61 

2 Consultants (18 sessions) 
4 Supporting staff 

Otolaryngology 

107. Staff as at 31.12.61 

2 Consultants (18 sessions) 

Ophthalmology 

108. Staff as at 31.12.61 

2 Consultants (18 sessions) 



Proposals 

2 Consultants (18-22 sessions) 
4 Supporting staff 



Proposals 

2 Consultants (18-22 sessions) 
2 Supporting staff 

Proposals 

2 Consultants (18-22 sessions) 
2 Supporting staff 
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Obstetrics ami Gynceeology 

109. There should be three consultants located in Inverness to cover the 
Royal Northern Infirmary and Raigmore as well as peripheral hospitals and 
clinics. In addition, we consider that it will be necessary to have a fourth 
consultant, located in Caithness, when a comprehensive obstetrical and gynae- 
cological service is provided in that area. Such is envisaged by the Regional 
Board. 

Specialist service for Lewis has been given particular consideration, and 
in our opinion a service would be best provided by consultant visitation at 
regular intervals from Inverness to provide an antenatal screening service for 
selective transfer of patients to Inverness at an appropriate time and according 
to circumstances. In similar fashion a gyntecological consultative clinic would 
enable patients to be selected for treatment at the centre. 

Acute gynaecological emergencies and obstetric complications requiring 
Caesarean section could be dealt with by the general surgical consultant. 
This arrangement is working very satisfactorily in the North-Eastern Region 
between Aberdeen and Orkney and Shetland. The present bed complement 
necessary for the population (7 gynaecological and 13 obstetrical) does not 
provide adequate work and interest for a whole-time consultant, even allowing 
for the necessary consideration that this particular geographical area merits. 

Should the present decentralised arrangements for this specialty continue 
we are of the opinion that the most appropriate appointment should be that 
of general practitioner/consultant. 

Staff as at 31.12.61 Proposals 

2 Consultants (18 sessions) 4 Consultants (36-44 sessions) 

1 S.H.M.O. (11 sessions) 

3 Supporting staff 6 Supporting staff 

• Psychiatry and Mental Deficiency 

110. Psychiatric services here are all based at Craig Dunain Hospital. The 
distances involved in running peripheral out-patient clinics have been taken 
into consideration in our recommendations. Craig Dunain has many mental 
defectives and one team may, in time, become responsible for the mental 
defective service in this area. 

One of the consultants should be responsible for child psychiatry. 

Staff as at 31.12.61 Proposals 

3 Consultants (33 sessions) 6 Consultants (54-66 sessions) 

1 S.H.M.O. (11 sessions) 

4 Supporting staff 10 Supporting staff 

Anasthetics 

111. A further consultant is needed in Inverness. When opportunity occurs 
in Lewis, two or more general practitioners should be invited to accept any 
training required to fit them for part-time posts. 

Staff as at 31.12.61 Proposals 

2 Consultants (22 sessions) 4 Consultants (36-44 sessions) 

1 S.H.M.O. (11 sessions) 

2 Supporting staff + G.P.’s 3 Supporting staff 
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Mainland 

Lewis 



Detailed Proposals 
3 Cons. 

1 Cons. 



3 Supporting staff 
G.P.’s 



Radiology 

112. Staff as at 31.12.61 

3 Consultants (33 sessions) 
1 S.H.M.O. (11 sessions) 



Proposals 

4 Consultants (36-44 sessions) 
1 Supporting staff 



Radiotherapy 

113. A single-handed consultant should have a link with a colleague in 
another region for cover during holidays and other absences. We understand, 
that the Northern Region has a link with the South-Eastern Region. 

Staff as at 31.12.61 Proposals 

1 Consultant (11 sessions) 1 Consultant (9-11 sessions) 



and haematology laboratories are also 
for the provision of the Blood Transfusion Service. 



Pathology and Hmnatology 

114. The staff of the pathology 
responsible in this region 

Staff as at 31.12.61 
2 Consultants (22 sessions) 

1 S.H.M.O. (11 sessions) 

Bacteriology and Virology 

115. Staff as at 31.12.61 

1 S.H.M.O. (11 sessions) 

Biochemistry 

116. Staff as at 31.12.61 

1 Consultant (11 sessions) 



Proposals 

4 Consultants (36-44 sessions) 
2 Supporting staff 



Proposals 

2 Consultants (18-22 sessions) 
2 Supporting staff 

Proposals 

1 Consultant (9-11 sessions) 

2 Supporting staff 



NORTH-EASTERN REGION 
General Introduction 

1 17. In the North-Eastern Region most of the specialist services are centred 
on the teaching hospitals in Aberdeen. No area in the region is either so remote 
from Aberdeen or so populated that it is necessary to set up comprehensive 
specialist services. There are, however, some consultants resident in Elgin, 
Kirkwall and Lerwick but most of the consultant services are provided from 
the centre for these areas. Aberdeenshire is well endowed with cottage 
hospitals where the general practitioners are responsible for in-patient treat- 
ment. 

118. The size of the Medical School is large for the size of the Region and 
this means that a high proportion of the hospital services have a teaching 
function and it may be expected therefore that the staffing in relation to its 
population may be high as compared with larger regions. All university staff 
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taking part in hospital work have honorary appointments with the Regional 
Board and all Regional Board staff taking part in teaching have honorary 
appointments with the University. The Regional Board consults regularly 
with the University regarding establishments and the appointment committees 
for senior University posts are by agreement set up on the lines laid down for 
Advisory Appointments Committees in the National Health Service. Similar 
co-operation is evident in the successful working of the Medical Education 
Committee which has supervised the training of senior registrars in the Region 
and organised internal rotation schemes for registrars. 

119. In the Orkney and Shetland Islands, in normal circumstances the single- 
handed consultant surgeon is sufficient for each group but provision of locum 
cover for leave and sickness, often at short notice, has presented a particular 
problem. 

Detailed Recommendations 

General Medicine ( including Infectious Diseases ) 

120. Three more consultants are required (eliminating the S.H.M.O. post) 
for the non-professorial medical units. 

Staff as at 31.12.61 Proposals 

12 Consultants (120 sessions) 15 Consultants (135-165 sessions) 

1 S.H.M.O. (11 sessions) 

28 Supporting staff 28 Supporting staff 



Prof. Fullerton 


Detailed Proposals 
4 Cons. 


7 


Supporting staff 


Prof. Macgregor 


4 


Cons. 


7 


Supporting staff 


Dr Gordon 


3 


Cons. 


7 


Supporting staff 


Dr Morgan (inc. Cardiology) 4 


Cons. 


7 


Supporting staff 



Geriatrics 

121. One of the consultants in geriatrics should have psychiatric experience. 



Staff as at 31.12.61 

2 Consultants (19 sessions) 

1 S.H.M.O. (11 sessions) 

5 Supporting staff 

Medical Pediatrics 

122. Staff as at 31.12.61 

3 Consultants (33 sessions) 

1 S.H.M.O. (11 sessions) 
6^ Supporting staff 

Physical Medicine and Rheumatology 

123. Staff as at 31.12.61 

1 Consultant (9 sessions) 

1 S.H.M.O. (11 sessions) 

2 Supporting staff 



Proposals 

4 Consultants (36-44 sessions) 
7 Supporting staff 

Proposals 

4 Consultants (36-44 sessions) 
7 Supporting staff 

Proposals 

2 Consultants (18-22 sessions) 

3 Supporting staff 
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Chest Medicine , Tuberculosis Service and Mass 

124. Staff as at 31.12.61 

2 Consultants (22 sessions) 2 

5 S.H.M.O.s (50 sessions) 

4 Supporting staff 9 



Radiography Unit 
Proposals 

Consultants (18-22 sessions) 
Supporting staff 



Dermatology 

125. Staff as at 31.12.61 

2 Consultants (16 sessions) 
1 S.H.M.O. (3 sessions) 
2J Supporting staff 



Proposals 

3 Consultants (27-33 sessions) 
3 Supporting staff 



Venereology 

126. The present workload does not appear to justify a whole-time con- 
sultant post. As opportunity occurs, however, we recommend that the region 
join with the Northern Region to form one area service with a whole-time 
consultant in charge supported by part-time general practitioners. 

Staff as at 31.12.61 Proposals 

1 Consultant (1 session) 1 Consultant (6 sessions) 

1 S.H.M.O. (5 sessions) 

J Supporting staff Supporting staff as at present 



Surgery (Including general surgery based on Aberdeen hospitals, thoracic 
surgery, malignant diseases, accident surgery, paediatric surgery). 

127. The North-Eastern Region is in the unusual position that almost all 
its surgical beds are concentrated in the teaching centre, the outlying units 
making up only a small proportion of the total bed complement. 

Staff as at 31.12.61 Proposals 

12 Consultants (119 sessions) 16 Consultants (144-176 sessions) 

1 S.H.M.O. (11 sessions) 

29 Supporting staff 29 Supporting staff 



General Surgery outside Aberdeen 

128. To provide for the surgical service and for consultant cover during 
periods of leave in Orkney, Shetland and Elgin, we recommend four consultant 
posts for these three centres to be disposed as the Regional Board thinks fit. 

Independent general practitioner surgical posts in other areas should have 
consultant grading. The table below shows the position in Orkney, Shetland 
and Elgin only. 



Staff as at 31.12.61 
3 Consultants (33 sessions) 
1 S.H.M.O. (5 sessions) 
2\ Supporting staff (approx.) 



Proposals 

Consultants (36-44 sessions) 



3jr Supporting staff 



Neurosurgery 

129. Staff as at 31.12.61 

2 Consultants (19 sessions) 
2 Supporting staff 



Proposals 

2 Consultants (18-22 sessions) 

3 Supporting staff 
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Orthopedics (including the unit at Stracathro) 



130. We recommend that a second consultant based on Stracathro should 
be appointed. 

Staff as at 31.12.61 
6 Consultants (56 sessions) 

12 Supporting staff (approx.) 



Otolaryngology 

131. Staff as at 31.12.61 

4 Consultants (38 sessions) 
24 Supporting staff 

Ophthalmology 

132. Staff as at 31.12.61 

4 Consultants (33 sessions) 

2 S.H.M.O.s (18 sessions) 

3 Supporting staff 



Proposals 

7 Consultants (63-77 sessions) 
12 Supporting staff 



Proposals 

4 Consultants (36-44 sessions) 
4 Supporting staff 

Proposals 

4 Consultants (36-44 sessions) 

5 Supporting staff 



Detailed Proposals 

Aberdeen 3 Cons. 5 Supporting staff 

Elgin 1 Cons. 



Obstetrics and Gynecology 

133. Provision of a consultant service for Orkney and Shetland from Aber- 
deen is, in our opinion, a good arrangement, with the consultant general 
surgeon in either Island providing immediate emergency surgical cover for 
these cases considered unsuitable for transfer to the mainland. Our proposals 
do not include the staff of the M.R.C. Unit. 

Staff as at 31.12.61 Proposals 

5 Consultants (47 sessions) 7 Consultants (63-77 sessions) 

13J Supporting staff 12 Supporting staff 



Adult Psychiatry 

134. This service includes the service for mental deficiency in Aberdeen. 
There is already a considerable degree of integration between the mental 
hospitals and the university department housed in the Ross Clinic. This in- 
cludes rotation of registrars in different fields of psychiatry during the course 
of their training. We feel it would be best to recognise this integration and to 
propose an establishment for the Region rather than for individual hospitals. 

Staff as at 31.12.61 Proposals 

10 Consultants (88 sessions) 13 Consultants (117-143 sessions) 

1 S.H.M.O. (11 sessions) 

18 Supporting staff 26 Supporting staff 



Child Psychiatry 

135. Staff as at 31.12.61 

1 Consultant (9 sessions) 



Proposals 

1 Consultant (9-11 sessions) 
1 Supporting staff 
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Mental Deficiency (Ladysbridge Hospital) 

136. A further review of mental deficiency 
as the commitment at Ladysbridge is increased. 

Staff as at 31.12.61 

2 Consultants (19 sessions) 2 

1 Supporting staff 2 



establishments will be required 
Proposals 

Consultants (18-22 sessions) 
Supporting staff 



Radiology 

137. Staff as at 31.12.61 

4 Consultants (44 sessions) 
1 S.H.M.O. (11 sessions) 
3 Supporting staff 



Proposals 

1 Consultants (63-77 sessions) 
3 Supporting staff 



Radiotherapy 

138. Staff as at 31.12.61 

1 Consultant (11 sessions) 



Proposals 

2 Consultants (18-22 sessions) 
4 Supporting staff 



Ancesthetics 

139. The services should remain organised on a regional basis. In Elgin, 
Huntly, Orkney, Shetland and in other small peripheral hospitals under- 
taking surgery, anaesthetic posts should continue to be held by suitably qualified 
part-time general practitioners. 

Staff as at 31.12.61 Proposals 

5 Consultants (47 sessions) 12 Consultants (108-132 sessions) 

7 S.H.M.O.s (54 sessions) 12 Supporting staff 

11 Supporting staff G.P.s 

Detailed Proposals 

Aberdeen 12 Cons. 12 Supporting staff 

Elsewhere G.P.s 



Pathology and Hcematology 

140. Staff as at 31.12.61 

5 Consultants (47 sessions) 
5 Supporting staff (approx.) 

Bacteriology and Virology 

141. Staff as at 31.12.61 

5 Consultants (55 sessions) 
1 S.H.M.O. (11 sessions) 
3 Supporting staff 

Biochemistry (Chemical Pathology) 

142. Staff as at 31.12.61 

1 Consultant (11 sessions) 
1 S.H.M.O. (11 sessions) 
li Supporting staff 



Proposals 

8 Consultants (72-88 sessions) 
12 Supporting staff 

Proposals 

6 Consultants (54-66 sessions) 
6 Supporting staff 



Proposals 

2 Consultants (18-22 sessions) 

5 Supporting staff 
36 



Printed image digitised by the University of Southampton Library Digitisation Unit 



EASTERN REGION 



General Introduction 

143. The Eastern Region is similar in size to the North-Eastern Region, 
and has in Dundee teaching hospitals which form a large proportion of the 
hospital services in the Region, but differs from the North-Eastern Region 
in that at Perth there is a population large enough to justify independent 
specialist services in most specialties. There are large hospitals at Bridge of 
Earn and Stracathro, and many smaller hospitals in Perthshire and Angus. 
For these reasons, of all the regions in Scotland, the Eastern Region has the 
largest number of beds and the highest proportion of specialist staff relative 
to the population. 

144. The new teaching hospital at Ninewells is at an advanced stage of 
planning. Nevertheless, the hospital will not be opened for some years, and its 
establishment comes outwith the scope of our review. We have endeavoured, 
however, to ensure that our recommendations will not prejudice the arrange- 
ments which are anticipated for the new hospital. 

145. At least 50,000 of the population of Fife look to the Eastern Region 
for their hospital services. This is the only part of Scotland where a significant 
number of people is served by hospitals across the administrative boundaries 
of the Regions. At Stracathro, beds are allocated to orthopedic surgeons from 
Aberdeen for the use of cases from the North-Eastern Region, in view of a 
shortage of beds there. 

Detailed Recommendations 
General Medicine 

146. We recommend that the medical units at Arbroath and Stracathro 
should be combined in one firm of two consultants. 

As in other areas where surgical cardiology is undertaken, we recommend 
that there should be a consultant in medical cardiology. 

Staff as at 31.12.61 Proposals 

17 Consultants (172 sessions) 19 Consultants (171-209 sessions) 

29 Supporting staff 30 Supporting staff 



Detailed Proposals 



Professor Hill 


5 


Cons. 


5 


Supporting staff 


Professor Hunter 


3 


Cons. 


5 


Supporting staff 


Dr Clark 


2 


Cons. 


3 


Supporting staff 


Dr Semple 


2 


Cons. 


3 


Supporting staff 


Perth 


2 


Cons. 


4 


Supporting staff 


Bridge of Earn 


2 


Cons. 


5 


Supporting staff' 


Arbroath/Stracathro 


2 


Cons. 


5 


Supporting staff 


Cardiology 


1 


Cons. 







Medical Padiatrics 

147. The additional consultant recommended should be based on Perth. 
Staff as at 31.12.61 Proposals 

4 Consultants (42 sessions) 5 Consultants (45-55 sessions) 

4 Supporting staff 7 Supporting staff 
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Tuberculosis and Chest Diseases (including Mass Radiography) 



148. The regional complement is likely to be 50 beds for tuberculosis and 
90 for non-tuberculous chest diseases. The establishment should be 4 Con- 
sultants, 2 associated with the pulmonary Unit at Maryfield. Consultants in 
Perth and Angus might eventually become part of the overall establishment 
in general medicine. 



Staff as at 31.12.61 
4 Consultants (44 sessions) 

1 S.H.M.O. (11 sessions) 

2 Supporting staff 



Proposals 

4 Consultants (36-44 sessions) 
6 Supporting staff 



Infectious Diseases 

149. Staff as at 31.12.61 

1 Consultant (11 sessions) 
1 S.H.M.O. (11 sessions) 

1 Supporting staff 

Dermatology 

150. Staff as at 31.12.61 

2 Consultants (18 sessions) 

1 S.H.M.O. (3 sessions) 

2 Supporting staff 



Proposals 

2 Consultants (18-22 sessions) 

3 Supporting staff 

Proposals 

3 Consultants (27-33 sessions) 
3 Supporting staff 



Venereology 

151. No change in the establishment is suggested at present other than the 
replacement of the S.H.M.O. post by another post in a supporting grade. 



Staff as at 31.12.61 

1 Consultant (9 sessions) 1 

1 S.H.M.O. (9 sessions) 1 



Proposals 

Consultant (9-11 sessions) 
Supporting staff 



Rehabilitation 

152. Staff as at 31.12.61 

1 Consultant (11 sessions) 
1 Supporting staff 

Geriatrics 

153. Staff as at 31.12.61 

4 Consultants (44 sessions) 
7 Supporting staff 



Proposals 

1 Consultant (9-11 sessions) 
1 Supporting staff 



Proposals 

4 Consultants (36-44 sessions) 
7 Supporting staff 



General Surgery 

154. The Committee was informed that the new Dundee Teaching Hospital 
is expected to be in operation in about seven years and that a re-arrangement 
of surgical services is envisaged thereafter. Our recommendations are based on 
the present hospital units. Reassessment will be necessary when the new hospital 
is completed. 
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The surgical units at Perth and Bridge of Earn should have a joint con- 
sultant staff of four surgeons. 



Staff as at 31.12.61 Proposals 

12 Consultants (120 sessions) 17 Consultants (153-187 sessions) 

24 Supporting staff 27 Supporting staff 



Professor Douglas 
Mr Sturrock 
Mr Campbell 
Perth/Bridge of Earn 
Arbroath/Stracathro 



Detailed Proposals 
4 Cons. 

3 Cons. 

3 Cons. 

4 Cons. 

3 Cons. 



5 Supporting staff 
4 Supporting staff 
4 Supporting staff 
8 Supporting staff 

6 Supporting staff 



Ortfiopcedics 

155. In Dundee one consultant post has been- created since we began our 
review. No further increase is recommended, but the University proposes 
in due course to institute a Chair of OrthopEedics. This would mean that 
two orthopaedic units in Dundee would develop, each with its own staff, 

An increase in establishment would then become necessary. 

The two S.H.M.O. posts at Bridge of Earn should be replaced by consultant 
posts. 

Staff as at 31.12.61 Proposals 

5 Consultants (53 sessions) 8 Consultants (72-88 sessions) 

2 S.H.M.O.s (22 sessions) 

10 Supporting staff 10 Supporting staff 



Plastic Surgery 

156. The workload is heavy for one consultant, but does not at present 
justify a second consultant appointment. We hope that some liaison with the 
North-Eastern Region may be possible in future. 

Staff as at 31.12.61 Proposals 

1 Consultant (11 sessions) 1 Consultant (9-11 sessions) 

1 Supporting staff 2 Supporting staff 



Thoracic Surgery 

157. Staff as at 31.12.61 

1 Consultant (11 sessions) 
1 Supporting staff 



Proposals 

1 Consultant (9-11 sessions) 
1 Supporting staff 



Neurosurgery 

158 We recognise the difficulty of a single consultant in neurosurgery 
working in isolation, but feel that there is not sufficient work to justify a second 
appointment. Liaison with the neurosurgical service in the North-Eastern Region 
should continue. 



Staff as at 31.12.61 Proposals 

1 Consultant (11 sessions) 1 Consultant (9-11 sessions) 

2 Supporting staff 2 Supporting staff 
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Otolaryngology 

159. We recommend a consultant post in P-th. The present pract.ce of 
surgeons from Dundee operating m Perth is unsatisfactory. 

4 Conltonfs (Sessions) 4 ConsulS£-44 sessions) 

5 Supporting staff 4 Supporting staff 

Detailed Proposals 



Dundee 

Perth 



3 Cons. 2 Supporting staff 

1 Cons. 2 Supporting staff 



Ophthalmology 

160. Staff as at 31.12.61 

3 Consultants (25 sessions) 
3 S.H.M.O.s (27 sessions) 
3 Supporting staff 



Proposals 

4 Consultants (36-44 sessions) 

5 Supporting staff 



Dundee 

Perth 



Detailed Proposals 

3 Cons. 4 Supporting staff 

1 Cons. 1 Supporting staff 



Obstetrics and Gyncecology 

161. Special consideration in determining the consultant establishment in 
Perth has been given to the heavy travelling time necessary to carry out peri- 
pheral clinic and hospital duties. 

Staff as at 31.12.61 Proparair no . , 

8 Consultants (74 sessions) 9 Consultants (81-99 sessions) 

12 Supporting staff 16 Supporting staff 



Dundee 

Perth 



Detailed Proposals 

7 Cons. 13 Supporting staff 

2 Cons. 3 Supporting staff 



Psychiatry 

162. The service in Dundee is an example of the type of integration which 
we have recommended in the previous chapter. 

The geographical size of the area in Perthshire has been taken into account 
in the recommendations for the Perth Mental Hospitals. Projected develop- 
ment in the Montrose area will be greatly assisted by the increase in staff 
which we have recommended. 



Staff as at 31.12.61 
9 Consultants (99 sessions) 
5 S.H.M.O.s (47 sessions) 
15 Supporting staff 



Proposals 

18 Consultants (162-198 sessions) 
35 Supporting staff 



Dundee Royal 
Perth 
Montrose 
Mental Deficiency 
Child Psychiatry 



Detailed Proposals 
7 Cons. 

4 Cons. 

4 Cons. 

2 Cons. 

1 Cons. 



14 Supporting staff 
8 Supporting staff 
8 Supporting staff 
4 Supporting staff 
1 Supporting staff 
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Anesthetics 

163. The anaesthetic service should be organised in three areas. 

Staff as at 31.12.61 Proposals 

9 Consultants (94 sessions) 13 Consultants (117-143 sessions) 

5 S.H.M.O.s (17 sessions) 

10 Supporting staff 13 Supporting staff 

Detailed Proposals 



Dundee 


7 


Cons. 7 Supporting staff 


Perth 


4 


Cons. 4 Supporting staff 


Stracathro/Arbroath 


2 


Cons. 2 Supporting staff 


Radiology 


164. Staff as at 31.12.61 




Proposals 


1 Consultants (74 sessions) 




9 Consultants (81-99 sessions) 


1 S.H.M.O. (11 sessions) 


2 Supporting staff 




4 Supporting staff 


Detailed Proposals 


Dundee 


4 


Cons. 2 Supporting staff 


Perth 


3 


Cons. 1 Supporting staff 


Angus 


2 


Cons. 1 Supporting staff 


Radiotherapy 


165. Staff as at 31.12.61 




Proposals 


2 Consultants (22 sessions) 




2 Consultants (18-22 sessions) 


Pathology and Hematology 


166. Staff as at 31.12.61 




Proposals 


6 Consultants (66 sessions) 




8 Consultants (72-88 sessions) 


1 S.H.M.O. (11 sessions) 


4 Supporting staff 




10 Supporting staff 


Detailed Proposals 


Dundee Royal Infirmary 


4 


Cons. 6 Supporting staff 


Maryfield 


2 


Cons. 3 Supporting staff 


Perth 


1 


Cons. 1 Supporting staff 


Stracathro 


1 


(rotation from centre) 
Cons, (clinical path.) 



Bacteriology and Virology 

167. Staff as at 31.12.61 Proposals 

3 Consultants (33 sessions) 5 Consultants (45-55 sessions) 

5 Supporting staff 5 Supporting staff 

Detailed Proposals 
University 3 Cons. -> 

Maryfield/Ashludie 1 Cons. L 5 Supporting staff 

Perth 1 Cons. J 
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Biochemistry 



168. 



Staff as at 31.12.61 
2 Consultants (22 sessions) 
5 Supporting staff 



Proposals 

2 Consultants (18-22 sessions) 
5 Supporting staff 



Detailed Proposals 

Dundee Royal Infirmary 1 Cons - 

„ „ ,, 1 Cons. 

Maryfield 

SOUTH EASTERN REGION 



3 Supporting staff 
(1 for Stracathro) 
2 Supporting staff 



General Introduction fhe South Eastern Region are centred in Edin- 

.nits 

srtss Sdr vidins 111081 specialties in 

Past Fife West Fife, West Lothian and the Borders. 

170. The commitments of 

^ 111 the Royal Infirmary 
and these are augmented visit hospitals in 

171. Some senior consultan w e f ee l that there should be no suggestion 

outlying areas as Visiting ^ ons ^ ‘^ot have independent control of their 
that the consultants m these ar , v ; s ; ts should not be con- 

patients and, therefore, we reco *^® ; bst consultative service which could 
tinned, except for the Consultants from non- 

only be supplied by specialists attachments to teaching units in order 

£S JSSStiw. »> -» * 

”m i major 

In general, ** app^taents also at the Royal Infirmary 
appomtments ofconsuhan h ■ * ^ consultants concerned spend more 

L PoX“^ 

hospital^ in Edinburgh should hav^their^vm esteb^hme^s. edher smg^or 

in groups. Both ^SStS staffs. We have 

tmne contracts and that they tomM. P establishm ents for units m the 

sr — s 

dte e 4ert. P TMs sS^ive eachho'spital a more satisfactory consultant service, 
and should give each consultant a realistic contract. 

173 The official arrangements for out-patients seem to suggest that this 
service Is run atoost entirely by junior consultants. This is not so as most 
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senior consultants see out-patients by appointment at their wards or in special 
departments. All consultants should take part in an out-patient consultative 
service. 

174. It has been made clear to us that certain hospitals must conform to 
legal requirements dating from the time when they were founded. Particular 
examples are the Bruntsfield Hospital and Edenhall Hospital. Accordingly, 
we recommend little alteration to the establishments in these hospitals. 



Detailed Recommendations 



General Medicine and Allied Specialties 

175. It is recommended that the minimum consultant requirements for a 
medical unit of 45 beds in the Royal Infirmary should be two. 

The medical units of Leith, Chalmers, Deaconess and Longmore Hospitals 
together require three consultants and these consultants should each have a 
single sessional commitment at a teaching hospital. 

Bruntsfield Hospital medical unit should remain as at present but the con- 
sultants should have an attachment to a teaching unit. 

No changes are recommended for the neurological and rheumatology units 
at Northern General Hospital. 

The consultant establishment for the Eastern General Hospital should be 
2} consultants. The “half consultant” is in respect of tropical diseases until 
beds allocated to tropical diseases are transferred to the City Hospital. The 
future use of the beds at the Eastern General Hospital has not been determined 
and re-allocation of consultants for these beds may be necessary later. 

The medical beds at Bangour Hospital include a geriatric assessment unit 
which is supported by 140 other beds in the area under the daily care of general 
practitioners but supervised by a consultant in general medicine at Bangour. 
Three consultants should be responsible for .general medicine at Bangour and 
geriatrics in West Lothian. 

Seven consultant sessions are necessary in general medicine at Roodlands 
Hospital and should be provided by staff at East Fortune Hospital. 

The future of the Astley Ainslie Hospital has not been determined. The 
establishment of the Hospital should remain unchanged at present. Should the 
Hospital become the centre of a comprehensive rehabilitation service two 
consultants would be required, one of whom would have responsibility for 
the organisation of the Regional Rehabilitation Service including the con- 
valescent beds at Corstorphine. 

The future of Edenhall Hospital has not been determined. In 1948 a pledge 
was given that beds would always be available for war pensioners. 



Staff as at 31.12.61 
44 Consultants (389 sessions) 
1 S.H.M.O. (11 sessions) 
79 Supporting staff (approx.) 



Proposals 

48} Consultants (443-537 sessions) 
83 Supporting staff 



Royal Infirmary 
Royal Infirmary 
Royal Infirmary 
Royal Infirmary 



Detailed Proposals 
Prof. Girdwood 4 Cons. 

Prof. Donald 4 Cons. 

Dr Gilchrist 3 Cons. 

4 other units 2 Cons, 

each 



5 Supporting staff 
5 Supporting staff 
5 Supporting staff 
4 Supporting staff 
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Western General 
Eastern General 
Leith, Chalmers, 
Deaconess, 
Longmore 
Brnntsfield 
Rheumatology 
Neurology 
Edenhall 
Astley Ainslie 
Bangour 

Kirkcaldy 

Dunfermline 

Roodlands 

Peel 



1 Cons. 
Dr Duthie 
Dr Simpson 



Medicine and 
Geriatrics 



1 Cons, 



6 Cons. 9 
2i Cons. 5 

3 Cons. 7 

7 sessions) 2 
3 Cons. 6 
2 Cons. 2 

1 Cons. 2 

2 Cons. 3 

3 Cons. 5 

2 Cons. 4 
2 Cons. 3 
(7 sessions) 1 
2 Cons. 3 



Supporting staff 
Supporting staff 

Supporting staff 

Supporting staff 
Supporting staff 
Supporting staff 
Supporting staff 
Supporting staff 
Supporting staff 

Supporting staff 
Supporting staff 
Supporting staff 
Supporting staff 



Medical Padiatrics 

176. Seven consultants are recommended for the Royal Hospital fm Sick 

“^We^ttm General Hospital Unit requires 3 cons ^"^ e ^ 1 ^ ^£25? 
cover commitments in Dunfermline. No change is recommended for Kirkcaldy. 



Staff as at 31.12.61 
9 Consultants (89 sessions) 
10 Supporting staff 



Proposals 

11 Consultants (99-121 sessions) 
15 Supporting staff 



Detailed Proposals 

R.H.S.C./Bruntsfield, etc. 7 Cons. 9 Supporting staff 

Western General/Dunfermline \ ^ Cons. g Supporting staff 
Kirkcaldy. / 

Tuberculosis and Chest Services (including Mass Radiography) 

177 We have stated in the previous chapter that it is impossible for us to 
make any recommendation for chest services in the larger Regions. The Regional 
Board plan to reduce the bed complement for pulmonary tuberculosis to 175 
(including 1 ^ 5in Edinburgh, 30 at Bangour, 25 at East Fortune and 3 m .Fife) 
and the complement for other chest diseases to 115 (50 in Edinburgh, 25 m 
Fife (Cameron Hospital) 20 at Bangour and 20 at East Fortune). 



Infectious and Tropical Diseases 

178 An establishment of 2 consultants is recommended for the City Hospital. 
This establishment should eventually absorb the tropical disease unit at Eastern 
General Hospital. 

Although the beds at Cameron Hospital are often used as an aid to general 
medicine it is necessary to retain infectious diseases beds in Fife. 
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At least one of the supporting staff should be of medical assistant grade. 

Staff as at 31.12.61 Proposals 

2 Consultants (16 sessions) 3 Consultants (27-33 sessions) 

2 S.H.M.O. (22 sessions) 

9 Supporting staff 7 Supporting staff 

Detailed Proposals 
City Hospital and Tropical 

Diseases 2 Cons. 5 Supporting staff 

Cameron Hospital 1 Cons. 2 Supporting staff 

Dermatology 

179. We agree that the specialty should be organised on a regional basis 
but it would appear that an extension of peripheral clinics might be required 
in this region and the staff recommended has allowed for this. 

Staff as at 31.12.61 Proposals 

3 Consultants (22 sessions) 4 Consultants (36-44 sessions) 

2 Supporting staff +G.P. 

assistance 4 Supporting staff 

Venereology 

180. No change is recommended other than the replacement of the S.H.M.O. 
post by another post in a supporting grade. 

Staff as at 31.12.61 Proposals 

2 Consultants (22 sessions) 2 Consultants (18-20 sessions) 

1 S.H.M.O. (11 sessions) 

3 Supporting staff 4 Supporting staff 

Geriatrics 

181. We recommend that the consultant establishment in Edinburgh be 
increased from 2 to 4, that the consultant establishment in Fife should be two, 
and that one of the three consultants in general medicine at Bangour Hospital 
should have as his main commitment supervision of geriatrics. 

Staff as at 31.12.61 Proposals 

3 Consultants (30 sessions) 6 Consultants (54-66 sessions) 

3 S.H.M.O.s (31 sessions) 

Si Supporting staff (approx.) 10 Supporting staff 

Detailed Proposals 

Edinburgh 4 Cons. 6 Supporting staff 

Fife 2 Cons. 4 Supporting staff 

Surgical Specialties (General Surgery, Urology and the Paraplegic Unit) 

182. There has been a good deal of decentralisation of the surgical services 
in the South East Region since the last war. Active units are now established 
in many hospitals outside Edinburgh. At first there was a strong liaison with 
individual Edinburgh surgeons but this is gradually disappearing and the 
outlying units are for the most part autonomous . 

Royal Infirmary of Edinburgh „ , . . . , . 

183. The consultant should have responsibility for both m-patient and out- 
patient duties. We, therefore, strongly recommend that the present arrange- 
ment whereby surgical out-patients are seen by special consultants to 
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outpatients, who have no in-patient duties, should be discontinued. Instead, 
each in-patient “firm” should provide the out-patient consultative service on 
its own waiting day. The present consultant posts whose duties are confined 
to the Surgical Out-Patient Department are included in our recommendations 
for consultant establishment. 

This rearrangement means that the Casualty Department (as distinct 
from Surgical Out-Patient Department) would require cover for day to day 
work. Policy in regard to accident and emergency services has not yet 
been determined. In the light of the Platt Report’s recommendations 
for the staffing of the Casualty Department, we recommend that one or more 
consultants should have a specified responsibility for casualty work and a 
definite and sufficient part of their time allotted to its supervision, that most of 
the junior staff in casualty should be in their third or subsequent year after 
qualification and that greater use be made of suitable general practitioners. 

With these principles in mind, we recommend that two members of the 
consultant staff at the Royal Infirmary (surgical or orthopaedic) should each 
be given six sessions in casualty to be responsible for overall supervision and 
control. The remaining sessions should be spent on in-patient work. Under their 
direction there should be 6 supporting staff, all of medical assistant, registrar or 
S.H.O. grade. 

Eastern General Hospital 

184. The surgical unit at the Eastern General Hospital is described as a 
teaching unit of 56 beds. We are uncertain as to how far expansion in this 
unit is likely to go. We recommend two full-time or maximum part-time con- 
sultants but if the service expands a third consultant may be necessary. 

Western General Hospital 

185. In recommending three consultant posts in general surgery at the 
Western General Hospital, we have included the work load of the joint gastro- 
intestinal unit. 

Chalmers, Deaconess, Longmore, Bruntsfield and Roodlands 

186. The appropriate establishment for the surgical units at Chalmers, 
Deaconess, Longmore and Bruntsfield Hospitals is 4 consultants and supporting 
staff. We appreciate that the Bruntsfield Hospital is a special case and that 
joint appointments are not practicable. The surgical units at the Deaconess 
and Longmore Hospitals should work as a “firm” with two consultants and 
supporting staff. One consultant should be appointed to Chalmers Hospital 
and one to Roodlands Hospital with holiday cover from the units in the Royal 
Infirmary at which they have single sessional commitments. 

Kirkcaldy 

187. Another consultant is required when the new developments at the 
Victoria Hospital are completed. 

Bangour Hospital 

188. We recommend that the two surgical units at Bangour should be 
organised as a “firm” with three consultants and supporting staff. 
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189. To sum up our recommendations for the Surgical Specialties are as 
follows: 



Staff as at 31.12.61 
31 Consultants (307 sessions) 



2 S.H.M.O.s (16 sessions) 
68 Supporting staff 



Detailed Proposals 



Proposals 

35 Consultants (315-385 sessions) 
(excluding Bruntsfield and 
Edenhall) 

72 Supporting staff 



Royal Infirmary 


Prof. Bruce 


3 Cons. 


5 


Royal Infirmary 


Prof. Woodruff 


3 Cons. 


4 


Royal Infirmary 
Royal Infirmary 


Peripheral 
Vascular Clinic 
3 other units — 
each 


1 Cons. 

2 Cons. 


4 


Royal Infirmary 


Casualty 


* 


6 


Western General 


Surgery 


3 Cons. 


5 


Western General 


Urology 


2 Cons. 


3 


Eastern General 


2 Cons. 


4 


Leith 




2 Cons. 


4 


Chalmers 




1 Cons. 


2 


Deaconess and 
Longmore 




2 Cons. 


4 


Bruntsfield 




6 Sessions 


1 


Edenhall 


Surgery 


1 Session 


1 


Edenhall 


Paraplegic 

Unit 


2 Sessions 


1 


Dunfermline 


+ existing S. 


H.l 


Surgery 


2 Cons.**5 


Kirkcaldy 




2 Cons. 


4 


Roodlands 




1 Cons. 


2 


Peel 




2 Cons. 


4 


Bangour 




3 Cons. 


5 



Supporting staff 
Supporting staff 



Supporting staff 
Supporting staff 
Supporting staff 
Supporting staff 
Supporting staff 
Supporting staff 
Supporting staff 

Supporting staff 
Supporting staff 
Supporting staff 

Supporting staff 
A.O. 

Supporting staff 
Supporting staff 
Supporting staff 
Supporting staff 

- - - Supporting staff 

’Consultant cover — see Paragraph 183. 

**One of these should be seconded on rotation to the Orthoptedic Service. 



Orthopedics 

190. Taking all orthopaedic beds in Edinburgh and Edenhall together, 
approximately half may be considered acute beds with a rapid turnover and 
about half may be of a longer stay character. This proportion is not static and 
may vary according to the availability of long stay beds, an increase in road 
accidents and many other factors. A staff of 11 consultants with 16 supporting 
staff is recommended but this may have to be reviewed in the light of any 
developments. 

The accident services in East Fife are under the general supervision of the 
orthopaedic consultant in Kirkcaldy. Most of the road accidents in North Fife 
arrive at Bridge of Earn Hospital. In West Fife the position is different. Accidents 
are dealt with by the general surgeons who have 18 beds specially set aside for 
trauma. We recommend that an orthopedic surgeon should be appointed to 
West Fife. 
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Staff as at 31.12.61 Proposals 

14 Consultants (133 sessions) 16 Consultants (144-176 sessions) 

24 Supporting staff (approx.) 23 Supporting staff 

Detailed Proposals 



Edinburgh 

Peel 

Kirkcaldy 

Dunfermline 

*1 supporting 



11 Cons. 16 Supporting staff 

2 Cons. 3 Supporting staff 

2 Cons. 4 Supporting staff 

1 Cons.* 

staff on rotation from General Surgery. 



Surgical Pediatrics 

191. We recommend that the concept of surgeons working at one main 
hospital should be applied to surgical paediatrics. The main teaching unit at 
the Royal Hospital for Sick Children should have a staff of 3 whole-time or 
maximum part-time consultants. The Western General and Leith surgical 
paediatric units should be organised as a single “firm” with 2 consultants. 
Staffing at Bruntsfield is a special case. 

Staff as at 31.12.61 Proposals 

4 Consultants (33 sessions) 5 Consultants (excluding Brunts- 

field) (45-55 sessions) 

6 Supporting staff 9 Supporting staff 

Detailed Proposals 

R.H.S.C. 3 Cons. 8 Supporting staff 

Western General & Leith 2 Cons. 

Bruntsfield 2 Sessions 1 Supporting staff 



Otolaryngology 

192. Staff as at 31.12.61 Proposals 

and recent appointments 

9 Consultants (75 sessions) 10 Consultants (90-110 sessions) 

12 Supporting staff 13 Supporting staff 

Detailed Proposals 

Fife 1 Cons. 1 Supporting staff 

Rest of Region 9 Cons. 12 Supporting staff 



Ophthalmology 

193. Staff as at 31.12.61 Proposals 

and recent additions 

7 Consultants (70 sessions) 8 Consultants (72-88 sessions) 

3 S.H.M.O.s (30 sessions) 

9 Supporting staff (approx.) 10£- Supporting staff 

Detailed Proposals 

Edinburgh 6 Cons. 9 Supporting staff 

(-(-extra sessions from 
Fife, Bangour) 

Fife 1 Cons. 

(7 sessions) J Supporting staff 

Bangour 1 Cons. 

(8 sessions) 1 Supporting staff 
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Neurosurgery and Allied Specialties 

194. The present establishment is 3 consultant Neurosurgeons, 2 consultant 
Neurologists, and 1 consultant Neurophysiologist. One additional neuro- 
surgeon is recommended. Closer association between neurosurgery and medical 



neurology is indicated. 




Staff as at 31.12.61 


Proposals 


6 Consultants (62 sessions) 
2 S.H.M.O’s. (20 sessions) 


7 Consultants (63-77 sessions) 


9 Supporting staff 


12 Supporting staff 


Thoracic Surgery 





195. This is one of the fields in which there has been a run down- of work 
over the last five years because of the reduction of pulmonary tuberculosis. 
We have been told that 60 beds will be sufficient for the future for which three 
consultants would be appropriate. 

Staff as at 31.12.61 
4 Consultants (44 sessions) 

6 Supporting staff 
Plastic Surgery 

196. Staff as at 31.12.61 

4 Consultants (42 sessions) 

7 Supporting staff 

Obstetrics and Gyncecology 

197. We recommend that in units containing a single element of obstetrics or 
gynaecology, cognate attachments be recognised in the staffing structure as 
follows : 

Royal Infirmary and Simpson Memorial Maternity Pavilion — the two non- 
professorial units to provide consultant staff at the Chalmers Hospital (gynae- 
cology). 

Western General Hospital — Consultant staff to cover the Deaconess and Rood- 
lands Hospitals (gynaecology). 

Bruntsfield and Longmore Hospitals (gynaecology) and the 
Elsie Inglis Maternity Hospital to be associated in a joint consultant establish- 
ment. 

In Fife we recommend that the consultant establishment be increased by 
one when the building of the new Victoria Infirmary, Kirkcaldy, is completed. 
Staff as at 31.12.61 Proposals 

20 Consultants (167 sessions) 23 Consultants (207-253 sessions) 

39 Supporting staff 39 Supporting staff 



Detailed Proposals 

Royal Infirmary/ 



Simpson 
Royal Infirmary/ 


Prof. Kellar 


4 


Cons. 


6 


Supporting staff 


Simpson 

Royal Infirmary / 


Dr Kennedy 


3 


Cons. 


5 


Supporting staff 


Simpson 


Dr Sturrock 


3 


Cons. 


5 


Supporting staff 


Chalmers 








1 


Supporting staff 
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3 Consultants (27-33 sessions) 

5 Supporting staff 

Proposals 

4 Consultants (36-44 sessions) 

6 Supporting staff 
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Western General/ 



Deaconess/Rood- 


lands 


2 


Cons. 


4 


Supporting 


Eastern General 


2 


Cons. 


3 


Supporting 


Bruntsfield/Long- 


more/Elsie Inglis 


3 


Cons. 


5 


Supporting 


Bangour 


2 


Cons. 


3 


Supporting 


Dunfermline 


2 


Cons. 


3 


Supporting 


Kirkcaldy 


2 


Cons. 


4 


Supporting 



staff 

staff 

staff 

staff 

staff 

staff 



Psychiatry 

198. The Royal Edinburgh complex, including Jordanburn and the Nursing 
Homes, is shortly to have a new admission unit which will considerably in- 
crease the number of acute beds. In addition a great increase in under - graduate 
teaching is shortly going to impose a very heavy load on the staff there and 
our recommendations have taken this into account. The present position in 
the Northern Hospital Group of a single-handed consultant without supporting 
staff and without access to beds is an anomalous one and should be corrected. 
The future pattern here should be for two consultants with supporting staff 
who would each spend half of their time in a mental hospital with long and 
short term beds under their care. These should be joint appointments. 

In the Borders there are plans for development of peripheral out-patient 
and child psychiatric services as well as more formal commitments at Peel 
Hospital and if these are to be developed a third consultant team will probably 
be necessary. Our recommendations for Fife include consultants in child psy- 
chiatry and mental deficiency and provision for the Day Hospital at Silverburn. 





Staff as at 31.12.61 


Proposals 


21 


Consultants (225 sessions) 


33 Consultants (297-363 sessions) 


8 


S.H.M.O.s (88 sessions) 




36 


Supporting staff 


64 Supporting staff 



Detailed Proposals 



Royal Edinburgh Hospital 


10 


Cons. 


20 


Supporting staff 


Western General 


2x5 Sessions 


2 


Supporting staff 


Rosslynlee 


2 


Cons. 


4 


Supporting staff 


Herdmanflat 


1 


Cons. 


2 


Supporting staff 


Bangour 


5 


Cons. 


10 


Supporting staff 


Dingleton 


2 


Cons. 


4 


Supporting staff 


Fife 


7 


Cons. 


14 


Supporting staff 


Forensic Psychiatry 


1 


Cons. 






Child Psychiatry (R.H.S.C.) 


2 


Cons. 


4 


Supporting staff 


Gogarbum 


2 


Cons. 


4 


Supporting staff 



Ancesthetics 

199. We would recommend some reorganisation of the staffing system in 
this region on lines under consideration by the Regional Board. The peripheral 
hospitals (West and East Fife Groups, West Lothian and the Border Groups) 
should be made independent of the registrar pool in Edinburgh Royal Infirmary 
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department of anaesthetics and be staffed by permanent grades. Roodlands 
Hospital should remain served by the Royal Infirmary staff. 

All anaesthetists in limited tenure grades should be based on the Royal 
Infirmary and the Northern group from which junior staff would be supplied 
to all the hospitals within the City of Edinburgh and Roodlands Hospital. 
The table below shows the total supporting staff which would be based on these 
two groups bracketed together and how they might be deployed between the 
various groups within the city. 





Staff as at 31.12.61 








Proposals 






28 Consultants (275 sessions) 




35 Consultants (315-385 sessions) 




8 S.H.M.O.s (77 sessions) 














30 Supporting staff & G.P.s 




37 Supporting staff 






Detailed Proposals 








Royal Infirmary with com- 














mitments 


2 


Cons. 


15 


Supporting staff' 






Western General 
Western General 


3i 


Cons. 


3 


Supporting staff 






(Neurosurgery) 


1 


Cons. 


2 


Supporting staff 


Pool 




Eastern General 


2 


Cons. 


2 


Supporting staff 


total 




Leith 


li 


Cons. 


2 


Supporting staff 


30 




Southern Group 


2 


Cons. 


2 


Supporting staff 






Central Group 


4 


Cons. 


4 


Supporting staff 






West Fife 


2 


Cons. 


2 


Supporting staff 






East Fife 


2 


Cons. 


2 


Supporting staff 






Bangour 


3 


Cons. 


2 


Supporting staff 






Peel 


2 


Cons. 


1 


Supporting staff 




Radiology 












200. 


Staff as at 31.12.61 








Proposals 






18 Consultants (117 sessions) 




23 


Consultants (207-253 sessions) 




1 S.H.M.O. (3 sessions) 














13 Supporting staff 




13 


Supporting staff 






Detailed Proposals 








Royal Infirmary including 
Chalmers and Roodlands 
Western General/Northern 


9 


Cons. 


9 


Supporting staff 






General 


Cons. 


2 


Supporting staff 






Eastern General Leith 
Elsie Inglis, Bruntsfield, 


1 


Cons. 










Longmore, Deaconess 


1 


Cons. 










Princess Margaret Rose 


1 


Cons. 










R.H.S.C. 


1 


Cons. 










Bangour 


2 


Cons. 


1 


Supporting staff 






Fife 


5 


Cons. 


1 


Supporting staff 






Peel 


1 


Cons. 








Radiotherapy 












201. 


Staff as at 31.12.61 








Proposals 






6 Consultants (64 sessions) 




6 


Consultants (54-66 sessions) 




9 Supporting staff 


10 
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Biochemistry 

202. Of the three consultants at the Royal Infirmary, one is expected mainly 
to undertake work for Bangour. 



Staff as at 31.12.61 Proposals 

4 Consultants (44 sessions) 5 Consultants (45-55 sessions) 

7 Supporting staff (approx.) 9 Supporting staff 

(Including B.Sc.’s) 



Detailed Proposals 

Royal Infirmary/Bangour 3 Cons. 

Northern Group 1 Cons. 

Fife 1 Cons. 



5 Supporting staff 
2 Supporting staff 
2 Supporting staff 



Bacteriology and Virology 

203. Staff as at 31.12.61 

8 Consultants (88 sessions) 
3 S.H.M.O.s (33 sessions) 

9 Supporting staff 

(including B.Sc.’s) 



Proposals 

12 Consultants (108-132 sessions) 
12 Supporting staff 



Detailed Proposals 



Royal Infirmary 


5 Cons. 5 

(incl. 1 Virology) 


Supporting staff 


Western General 


3 Cons. 3 


Supporting staff 


City 


2 Cons. 2 

(incl. 1 Virology) 


Supporting staff 


Fife 


1 Cons. 1 


Supporting staff 


Bangour 


1 Cons. 1 


Supporting staff 



Pathology and Hamatology 

204. Staff as at 31.12.61 

12 Consultants (132 sessions) 
1 S.H.M.O. (11 sessions) 
7 Supporting staff (approx.) 



Proposals 

18 Consultants (162-198 sessions) 
18 Supporting staff 



Detailed Proposals 



Royal Infirmary 


Pathology 10 


Cons. 


10 


Supporting staff 


Royal Infirmary 


Neuropathology 1 


Cons. 


1 


Supporting staff 


Royal Infirmary 


Haematology 1 


Cons. 


1 


Supporting staff 


Western General 


2 


Cons. 


2 


Supporting staff 


R.H.S.C. 


1 


Cons. 


1 


Supporting staff 


Fife 


1 


Cons. 


1 


Supporting staff 




(at Dunfermline) 






Bangour 


1 


Cons. 


1 


Supporting staff 


Peel 


1 


Cons. 








(Clinical pathology) 


1 


Supporting staff 
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WESTERN REGION 

Introduction 

205. The Western Region has a high proportion of population served by 
non-teaching hospitals. Unlike the Northern Region, where the staff must 
be increased beyond the establishment required by the apparent overload 
in view of the travelling involved, in the Western Region travelling on any 
similar scale is only required in Argyll, Bute and Galloway. As a result, although 
there are many hospitals in Glasgow with teaching commitments, the proportion 
of staff to population is the lowest of all the regions. There are district hospital 
centres at Vale of Leven, Stirling, Falkirk, Hairmyres, Law, Dumfries, Ayr, 
Ballochmyle, Kilmarnock, Paisley and Greenock, with many hospitals in the 
smaller towns. When the Hospital Plan has been fully implemented, there will 
be new district general hospitals sited near the main areas of population. Where 
this will make a significant change to the organisation of hospital services, as in 
Lanarkshire and Ayrshire, although these changes will not be seen for some 
years, we have borne them in mind when making our recommendations. 

206. In the case of some of the consultant services the areas outside Glas- 
gow have hitherto been considered in terms of sectors attached to the main 
hospitals in Glasgow. Consultants in hospitals situated in each sector can look 
for advice and relief to their colleagues in these hospitals. In some specialties 
the areas outside Glasgow have had no separate service but have been served 
by the staff of the hospital associated with the sector. This has happened in 
dermatology, ophthalmology, and otolarnygology. In most cases an indepen- 
dent service should now be provided in the areas outside Glasgow, and we recom- 
mend separate establishments for them. The implementation of our recommen- 
dations would introduce single-handed consultants, but arrangements can still 
be made for departments to be associated for consultant cover, and we have 
already stated that we approve of consultants from non-teaching units being 
given nominal sessions at teaching units. Thus, the old sectoral links can con- 
tinue, to the benefit of hospitals both inside and outside Glasgow, on formal 
and informal bases. 

Detailed Recommendations 
General Medicine in Glasgow 

207. In making recommendations for establishments, the medical beds at 
Gartloch Hospital, Killearn Hospital and Western District Hospitals were 
considered to be long term beds, not required for acute cases. 

Western Infirmary and Knightswood 

208. Consultant staff establishment for non-professorial units (averaging 
36 to 40 beds) has been 3 part-timers giving a total sessional contribution 
equivalent to about 2 whole-time consultants. One of these three however, has 
work in one or more hospitals outside and the total contribution to the staffing 
of the Western Infirmary units has, as a result, suffered. This arrangement has 
been no more than adequate to cope with the very heavy teaching commitments 
at the Infirmary and has not provided a full consultant out-patient service. 

For the work in these units, 2 consultants on a whole-time or maximum 
part-time basis are required. 

It would be valuable, however, to associate with these units consultants 
responsible for beds at other hospitals nearby. This would establish a most 
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useful link for these hospitals and the third consultant associated with the 
Western Infirmary units would be able to make a valuable contribution to the 
teaching work. This is especially heavy in Glasgow because the curriculum 
requires te aching to be done throughout the twelve months of the year. 

Sixty beds have already been provided at Knightswood and two consultants 
should be employed there. There should be, in all, three consultants at Kmgh s- 
wood, each attached to one of the non-professorial units at the Western In- 
firmary. 

Glasgow Royal Infirmary , 

209 The medical beds at the Glasgow Royal Infirmary and Eastern District 
Hospital are considered together, and a combined establishment recommended. 

Stobhill and Western District Hospitals 

210. We recommend a joint establishment for the professorial unit at Stob- 
hill and for 55 beds at Western District Hospital. It is doubtful whether beds 
at Western District Hospital should be regarded as acute beds. 

Our evidence shows that there are more beds in Stobhill than the population 
served by the hospital requires. Cases are admitted from other areas and these 
are often long term. Our recommendations are based on the recognition that 
the medical beds at Stobhill include a proportion of long term beds. 



Victoria Infirmary and Mearnskirk Hospital 
211 The combined complement of medical beds at the Victoria Infirmary 
and Mearnskirk Hospital should not be regarded as wholly acute for the 

purpose of computing establishments. . 

We recommend three consultants for each of the medical units at the Victoria 
Infirmary to cover the commitments there and in associated wards at Mearns- 
kirk. 



Southern General Hospital 

212. Some of the beds included in statistics for general medicine are, in 
fact, used for long term cases. Our recommendations take cognisance of this. 
We recommend three consultants for each medical unit whose work should 
cover all acute and convalescent cases. 

213. To sum up our recommendations for General Medicine in Glasgow are 
as follows : 

Staff as at 31.12.61 Proposals 

51 Consultants (439 sessions) 53 Consultants (477-585 sessions) 

2 S.H.M.O.s (22 sessions) 

87 Supporting staff 95 Supporting staff 



Western Infirmary 
Western Infirmary 
Western Infirmary 
Western Infirmary 
Western Infirmary 
Knightswood 
Glasgow Royal Inf. 
Glasgow Royal Inf. 



Detailed Proposals 



Prof. Wayne 


4 


Cons. 


5 


Supporting staff 


Dr McCluskie 


2 


Cons. 


4 


Supporting staff 


Dr Kerr 


2 


Cons. 


4 


Supporting staff 


Dr Fraser 


2 


Cons. 


4 


Supporting staff 


M.R.C. 


1 


Cons. 


2 


Supporting staff 




2 


Cons. 


4 


Supporting staff 


Prof. McGirr 


4 


Cons. 


6 


Supporting staff 


Dr Oastler 


3 


Cons. 


5 


Supporting staff 
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Glasgow Royal Inf. Dr Wright 
Glasgow Royal Inf. Dr Imrie 
Glasgow Royal Inf. Dr Brown 
Canniesburn 

Stobhill Prof. Alstead \ 

Western District j 

Stobhill Dr Rogen 

Stobhill Dr Rennie 

Victoria Infirmary Dr Peel 
Victoria Infirmary Dr Murray 
Southern General Dr Lazarus 
Southern General Dr Richards 
Southern General Dr Scott 

Geriatrics in Glasgow 



3 Cons. 5 Supporting staff 

3 Cons. 5 Supporting staff 

2 Cons. 4 Supporting staff 

2 Supporting staff 

4 Cons. 10 Supporting staff 

3 Cons. 5 Supporting staff 
3 Cons. 5 Supporting staff 
3 Cons. 5 Supporting staff 
3 Cons. 5 Supporting staff 
3 Cons. 5 Supporting staff 
3 Cons. 5 Supporting staff 
3 Cons. 5 Supporting staff 



214. The number of consultants eventually necessary for supervision of the 
geriatric cases can only be determined in the light of experience. At present 
it seems probable that Glasgow will need 11 consultants with 1,500 to 2,000 
beds. One of these consultants would be required for co-ordinating duties 
It has to be recognised that when beds are transferred from other uses, doctors 
already employed there will become available to fill some of the additional 
posts. 



Staff as at 31.12.61 Proposals 

4 Consultants (40 sessions) 11 Consultants (99-121 sessions') 

6 S.H.M.O.s (58 sessions) 

12^ Supporting staff 15 Supporting staff + G.P.s 

Medical Specialties 

215. There is a consultant in cardiology in the Western Infirmary and this 
post should be continued. The post of consultant in cardiology at Glasgow 
Royal Infirmary should be continued. This consultant has as one of his main 
duties co-operation with the surgical cardiovascular unit. Most of the medical 
cardiological work will continue to be done by general physicians with a 
special interest in cardiology. 

There should be one consultant medical cardiologist at the Victoria Infirmary 
group, whose main duties would be associated with the surgical cardiovascular 
unit at Mearnskirk. 

When the 35 beds are available at Baird Street Hospital for Rheumatology, 
the consultant to be appointed should undertake out-patient duties at, Glasgow 
Royal Infirmary and Eastern District Hospital. 

It has also been agreed that there should be a consultant in pulmonary 
function in the Glasgow Royal Infirmary Group. In addition to his duties 
at Glasgow Royal Infirmary, he should have beds in wards at Belvidere Hospital. 
We support the establishment of both these posts. It is impossible to compare 
our proposals with the present arrangements. 



Detailed Proposals 

Western Infirmary Cardiology 1 Cons. 

Glasgow Royal Inf. Cardiology 1 Cons. 

Victoria Infirmary Cardiology 1 Cons. 

Baird St. Rheumatology 1 Cons. 



1 Supporting staff 
1 Supporting staff 
1 Supporting staff 
1 Supporting staff 
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Glasgow Royal Inf. Pulmonary 

Function 1 Cons. 

Western Infirmary Physical 

Medicine 1 Cons. 

Ochil Hills Convalescence 1 Supporting staff 

General Medicine and Geriatrics outside Glasgow 

216. For all medical units outside Glasgow the establishment recommended 
is sufficient to cover duties in general medicine and geriatrics in association 
with each other. In each area, however, at least one consultant should have 
particular responsibility for the geriatric service. 

Dunbartonshire 

217. The 52 beds at Vale of Leven Hospital could be used both for acute 
medical cases and for a geriatric assessment unit linked with a substantial 
number of long term beds in the area. This requires an establishment of 
two consultants one of whom would have responsibility for geriatrics. 

Coatbridge and Airdrie Group 

218. There should be a firm of four consultants, two general physicians 
at Hairmyres and two with primary responsibility for geriatrics with beds at 
Coathill. 

Southern Lanarkshire 

219. The establishment recommended is seven consultants. The best use 
of general physicians would be made by concentration of general medicine 
at Law Hospital with five consultants, one of whom would combine duties in 
general medicine and geriatrics. The beds at Stonehouse could be used for 
geriatrics along with existing beds at Cleland Hospital and elsewhere. Two 
consultants are recommended, with primary responsibility for these duties. 

The consultant commitments in this area should not include duties at the 
Royal Maternity Hospital and Redlands Hospital, Glasgow. 

Renfrewshire 

220. We recommend that in both Paisley and Greenock there should be 
three consultants, with one in each area who should be primarily responsible 
for geriatrics. A seventh consultant should have duties in geriatrics throughout 
the county. 

The Greenock staff should cover Rothesay and also Dunoon. 

Stirling and Falkirk areas 

221 . We recommend that for each of these areas there should be three con- 
sultants, one of whom in each area should be primarily responsible for geriatrics. 

Ayrshire 

222. The total establishment recommended is nine consultants. There should 
be two centres, each with four consultants one of whom should be primarily 
responsible for geriatrics. The ninth consultant should have duties in geriatrics 
throughout the county. 

Dumfries and Galloway 

223. We recommend three consultants, one of whom would be primarily 
responsible for geriatrics. 
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224. To sum up our recommendations for General Medicine and Geriatrics 
outside Glasgow are as follows : 

Staff as at 31.12.61 Proposals 

26 Consultants (247 sessions) 39 Consultants (351-429 sessions) 
5 S.H.M.O.s (51 sessions) 

66| Supporting staff 58 Supporting staff 



Detailed Proposals 



Dumfries 


3 Cons. 


5 


Supporting staff 


Dunbartonshire 


2 Cons. 


4 


Supporting staff 


Hairmyres/Coathill 


4 Cons. 


5 


Supporting staff 


Law/Stonehouse/Cleland 


7 Cons. 


10 


Supporting staff 


Paisley area 


3^ Cons. 


6 


Supporting staff 


Greenock area 


3-J- Cons. 


6 


Supporting staff 


Stirling area 


3 Cons. 


5 


Supporting staff 


Falkirk area 


3 Cons. 


5 


Supporting staff 


Ayrshire 


9 Cons. 


12 


Supporting staff 


Argyll (geriatrics) 


1 Cons. 







Medical Paediatrics 

225. There is a need for more paediatric consultants to be based in peripheral 
areas with an attachment to the main teaching unit. 

Staff as at 31.12.61 Proposals 

11 Consultants (110 sessions) 16 Consultants (144-176 sessions) 
3 S.H.M.O.s (29 sessions) 

19 Supporting staff + G.P.s 28 Supporting staff 



Detailed Proposals 

fR.H.S.C. Dr Shanks 3 

*R.H.S.C. Prof. Hutchison 4 

Stobhill/Lennox 

Castle 3 

Renfrewshire 

(linked to R.H.S.C.) 1 

Lanarkshire 

(linked to Stobhill) 1 

Stirlingshire 

(linked to Stobhill) 1 

Ayrshire 2 

Dumfries 

(linked to Ayrshire) 1 

fCovering Southern General, Eastern District, Belvidere. 

^Covering Royal Maternity Group, Yorkhill Maternity, Dunbartonshire- 



Cons. 


5 


Supporting staff 


Cons. 


7 


Supporting staff 


Cons. 


5 


Supporting staff 


Cons. 


2 


Supporting staff 


Cons. 


2 


Supporting staff 


Cons. 


2 


Supporting staff 


Cons. 


3 


Supporting staff 


Cons. 


2 


Supporting staff 



Neurology 

226. There are three consultants at present in Neurology, of whom only one 
has beds specifically allocated to him. All consultants in the specialty should 
have beds allocated to them. 

The new neurological unit at the Southern General Hospital will require 
two consultants in medical neurology. 
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Staff as at 31.12.61 Proposals 

3 Consultants (29 sessions) 5 Consultants (45-55 sessions) 

1 Supporting staff 4 Supporting staff 

Detailed Proposals 

Present regional service 3 Cons. 1 Supporting staff 

Southern General (new unit) 2 Cons. 3 Supporting staff 

Infectious Diseases 

227. In determining the establishment for the Region we accepted that there 
would be 160 beds at Ruchill Hospital constituting a professorial unit and 
130 beds at Belvidere Hospital. 

For Lanarkshire there would be 70 beds at Strathclyde with the use of others 
for seasonal or other extra demands. 

Fifty beds would be available for Renfrewshire and 50 beds for Ayrshire. 

Staff as at 31.12.61 Proposals 

10 Consultants (106 sessions) 9 Consultants (81-99 sessions) 

6 S.H.M.O.s (66 sessions) 

31-J- Supporting staff 18 Supporting staff 



Detailed Proposals 



Ruchill 


4 Cons. 


6 Supporting staff 


Belvidere 


2 Cons. 


4 Supporting staff 


Renfrewshire 


1 Cons. 


2 Supporting staff 


Lanarkshire 


1 Cons. 


2 Supporting staff 


Stirlingshire (covered by general physician) 


2 Supporting staff 


Ayrshire 


1 Cons. 


2 Supporting staff 


Chest Diseases and Tuberculosis (including Mass Radiography) 


228. We have already stated that it 


is impossible for us to make recommen- 


dations about staffing for chest services in the larger regions, in view of the 


continuous and gradual reduction in 


the service. The present allocation of 


beds is : 






Present 






Hospital 


T.B. 


Chest 


Knightswood 


32(a) 




Ruchill 


102 


54 


Robroyston 


316 


157 


Belvidere 


54 




Meamskirk 


165 




Southern General 




30 




66?" 


241~ 


The Regional Board envisaged that the possible future allocation would be — 


Possible future 






Knightswood 




32 


Ruchill 


80 




Robroyston 


140 


100 (b) 


Belvidere 




54 (c) 


Meamskirk 


100 




Southern General 








320 


__ 

186 
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(a) Treating mixed conditions, probably more non-tuberculosis than 
tuberculosis. 

(b) As possible winter reserve. 

(c) Largely pneumoconiosis. 

(d) To be integrated with General Medicine. 

The present 5 sector arrangement could be reduced to 3 with sectors based 
at Robroyston, Ruchill and Mearnskirk Hospitals. This implies a reduction 
in staff which must be gradual. As we have noted elsewhere redeployment of 
some of the staff will be necessary. 

Chest diseases should be gradually integrated with general medicine. 
Dermatology 

229. We recommend that the service be continued on a sectoral basis with 
the peripheral departments having a link with the central departments for 
holiday and sickness relief and professional contact. 

Staff as at 31.12.61 Proposals 

11 Consultants (106 sessions) 15 Consultants (135-165 sessions) 

5 S.H.M.O.s (45 sessions) 

15 Supporting staff + G.P.s 20 Supporting staff 

Detailed Proposals 



Western Inf./Southern 



General/R.H.S.C. 


4 


Cons. 


5 


Supporting staff 


Stobhill 


2 


Cons. 


3 


Supporting staff 


Victoria Inf./Dumfries 


2 


Cons. 


3 


Supporting staff 


Glasgow R.I. 


3 


Cons. 


5 


Supporting staff 


Renfrewshire 


1 


Cons. 


1 


Supporting staff 


Stirlingshire 


1 


Cons. 


1 


Supporting staff 


Lanarkshire 


1 


Cons. 


1 


Supporting staff 


Ayrshire 


1 


Cons. 


1 


Supporting staff 



Venereology 

230. We recommend that the region be divided into three areas and the 
staff deployed according to the workload within those areas. 

Staff as at 31.12.61 Proposals 

3 Consultants (S sessions) 3 Consultants (27-33 sessions) 

2 S.H.M.O.s Supporting staff as required 

General Surgery 

231. The Western Region is notable for the great variations in size and 
type of hospital in which surgery is carried out. from quite remote cottage 
hospitals to some of the largest and most advanced teaching hospitals. In 
addition, there are large well equipped hospitals outside the main teaching 
centre. The staffing pattern in surgery can not be a uniform one. 

The professorial surgical unit in Glasgow Royal Infirmary, in addition to 
its role in general surgery gives a service in cardiac surgery and we have taken 
this into account in arriving at its establishment. 

Mr William Patrick’s unit at the Royal Infirmary has been made part of 
the accident service of the hospital, and we have noted this under orthopaedics. 
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Joint surgical establishments are recommended for the following hospitals — 



(a) Stobhill and Western District 

(b) Law and Stonehouse 

(c) Greenock, covering Rothesay and Dunoon 


(d) Stirling and Falkirk 

(e) the whole of Ayrshire 

Staff as at 31.12.61 


Proposals 


67 Consultants (604 sessions) 


87 Consultants (783-957 sessions) 


5£ S.H.M.O.s (53 sessions) 
119 Supporting staff 


130 Supporting staff 



Detailed Proposals 



Western Infirmary 


Prof. Illingworth 


4 


Cons. 


5 


Supporting staff 


Western Infirmary 


Mr Gerstenberg 


3 


Cons. 


4 


Supporting staff 


Western Infirmary 


Mr Brown 


2 


Cons. 


4 


Supporting staff 


Western Infirmary 


Mr Fraser 


2 


Cons. 


4 


Supporting staff 


Western Infirmary 


Mr Kerr 


2 


Cons. 


4 


Supporting staff 


Glasgow Royal Inf. Prof. Mackey 


5 


Cons. 


6 


Supporting staff 


Glasgow Royal Inf. Mr Beattie 


3 


Cons. 


4 


Supporting staff 


Glasgow Royal Inf. Mr Longland 


3 


Cons. 


4 


Supporting staff 


Glasgow Royal Inf. Mr Bonar 


3 


Cons. 


4 


Supporting staff 


Eastern District 


Mr Jarvie 


2 


Cons. 


4 


Supporting staff 


Stobhill 

Western District 


Mr Hutchinson 1 
Mr Young J 


>5 


Cons. 


8 


Supporting staff 


Stobhill 


Mr Ferguson 


3 


Cons. 


5 


Supporting staff 


Victoria Infirmary 


Mr Gordon 


3 


Cons. 


4 


Supporting staff 


Victoria Infirmary 


Mr Galloway 


3 


Cons. 


4 


Supporting staff 


Victoria Infirmary 


Mr McPherson 


4 


Cons. 


4 


Supporting staff 


Southern General 




5 


Cons. 


8 


Supporting staff 


Dumfries 




4 


Cons. 


6 


Supporting staff 


Vale of Leven 




2 


Cons. 


3 


Supporting staff 


Hairmyres 




3 


Cons. 


5 


Supporting staff 


Stonehouse/Law 




5 


Cons. 


8 


Supporting staff 


Paisley 

Greenock/Dunoon/ 




3 


Cons. 


5 


Supporting staff 


Rothesay 
(inc. orthopsedics) 
Stirling/Falkirk 




6 


Cons. 


9 


Supporting staff 


(inc. Urology) 




6 


Cons. 


9 


Supporting staff 


Ayrshire 




6 


Cons. 


9 


Supporting staff 



Oban, Arran, Stranraer — as at present. 

Urology 

232. Each of the three departments of urology should have an establishment 
of three consultants and supporting staff. 

Staff as at 31.12.61 Proposals 

8 Consultants (69 sessions) 9 Consultants (81-99 sessions) 

1 S.H.M.O. (9 sessions) 

7 Supporting staff 9 Supporting staff 

60 



Printed image digitised by the University of Southampton Library Digitisation Unit 



Detailed Proposals 

Western Infirmary 3 Cons. 3 Supporting staff 

Glasgow Royal Infirmary 3 Cons. 3 Supporting staff 

Victoria Infirmary 3 Cons. 3 Supporting staff 

Orthopcedics 

233. We recommend joint establishments for the following units — 

(a) The Western Infirmary and the Royal Hospital for Sick Children. 

(b) Glasgow Royal Infirmary including Mr William Patrick’s unit, Mr 
James Patrick’s Orthopaedic wards and Mr Murray’s Casualty beds, 
this unit to be responsible for the Limb Fitting centre at Belvidere. 

(c) Victoria Infirmary and Hairmyres. 

(d) Law and Stonehouse Hospitals. 

(e) Stirling and Falkirk. 

(f) Ayrshire. 

Staff as at 31.12.61 
30 Consultants (308 sessions) 

11 S.H.M.O.s (113 sessions) 

63 Supporting staff 



Proposals 

38 Consultants (342-418 sessions) 
63 Supporting staff 



Detailed Proposals 



Western Inf./R.H.S.C. 
Glasgow Royal Infirmary 
Victoria Inf./Hairmyres 
Southern General 
Dumfries 
Stonehouse/Law 
Paisley 



Cons. 


14 


Supporting staff 


Cons. 


10 


Supporting staff 


Cons. 


9 


Supporting staff 


Cons. 


5 


Supporting staff 


Cons. 


3 


Supporting staff 


Cons. 


8 


Supporting staff 


Cons. 


6 


Supporting staff 


Surgery 




Cons. 


3 


Supporting staff 


Cons. 


5 


Supporting staff 



Greenock/Dunoon — See under General 
Stirling/Falkirk 
Ayrshire 



Padiatric Surgery 

234. Three consultants are needed in each unit in the Royal Hospital for 
Sick Children. These should cover the country branch at Drumchapel. Paedia- 
tric surgery outside Glasgow can be covered by general surgeons who will no 
doubt refer complex cases to Glasgow. 

Staff as at 31.12.61 Proposals 

6 Consultants (56 sessions) 6 Consultants (54-66 sessions) 

1 S.H.M.O. (11 sessions) 

8 Supporting staff 8 Supporting staff 

Detailed Proposals 

R.H.S.C. Mr Dennison 3 Cons. 4 Supporting staff 

R.H.S.C. Mr Laird 3 Cons. 4 Supporting staff 

Areas outside Glasgow — covered by general surgeons. 
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Neurosurgery 

235. Staff as at 31.12.61 Proposals 

4 Consultants (38 sessions) 6 Consultants (54-66 sessions) 

5 Supporting staff 8 Supporting staff 

Plastic Surgery 

236. However the beds in plastic surgery in the Western Region are eventually 
disposed it appears that their number is likely to be m the region of 130. We 
recommend that five consultants and five supporting staff is the appropriate 
establishment. As in the case of otolaryngology and ophthalmology patients 
and staff are best served if these beds are part of a hospital centre. 

Staff as at 31.12.61 Proposals 

4 Consultants (38 sessions) 5 Consultants (45-55 sessions) 

4 Supporting staff 5 Supporting staff 

Thoracic Surgery 

237. We understand that the link between Mearnskirk Hospital and the 
Western Infirmary is to be strengthened in the future. The workload at Hair- 
myres is diminishing, and perhaps the unit might, in the future, be integrated 
with one of the main units. 

Staff as at 31.12.61 Proposals 

5 Consultants (43 sessions) 5 Consultants (45-55 sessions) 

4 Supporting staff 6 Supporting staff 

Detailed Proposals 

Mearnskirk 3 Cons. 4 Supporting staff 

Hairmyres 2 Cons. 2 Supportmg staff 

Otolaryngology 

238. We recommend joint establishments for the following: 

(a) Western Infirmary and the Royal Hospital for Sick Children. 

(b) Glasgow Royal Infirmary and Lanarkshire. 

(c) Victoria Infirmary and Southern General. 

The staff of the Ear Nose and Throat Hospital should devote their entire 
hospital sessions to that hospital with no outside commitments. Separate units 
should serve Paisley, Greenock, Stirlingshire and Ayrshire. 

Staff as at 31.12.61 Proposals 

23 Consultants (198 sessions) 28J Consultants (258-3 14 sessions) 

7 S.H.M.O.s (77 sessions) 

20 Supporting staff 30J Supporting staff 



Detailed Proposals 



Western Inf./ 
R.H.S.C. 




3 


Cons. 


3 


Supporting staff 


Glasgow ENT 
Hospital 


Mr Watson 


2 


Cons. 


2 


Supporting staff 


Glasgow ENT 
Hospital 


Mr Land 


2 


Cons. 


2 


Supporting staff 


Glasgow ENT 
Hospital 


Mr Connal 


2 


Cons. 


2 


Supporting staff 
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Glasgow Royal Inf./ 
Lanarkshire 
Victoria Inf./ 
Southern General 
Stobhill 
Dumfries 
Paisley 
Greenock 
Stirlingshire 
Ayrshire 



5 


Cons. 


6 


Supporting staff 


5 


Cons. 


5 


Supporting staff 


2 


Cons. 


3 


Supporting staff 


6 


sessions 


i 


Supporting staff 


1 


Cons. 


1 


Supporting staff 


1 


Cons. 


1 


Supporting staff 


2 


Cons. 


2 


Supporting staff 


3 


Cons. 


3 


Supporting staff 



Opthalmology 

239. We recommend that there should be four units in the Glasgow Eye 
Infirmary instead of six at present, with a total establishment of nine consult- 
ants. The consultant at Stobhill should have an attachment to the Eye Infirmary. 

There should be a joint staff for the Victoria Infirmary and the Southern 
General Hospital. 



Staff as at 31.12.61 

23 Consultants (197 sessions) 
15J S.H.M.O.s (147 sessions) 

24 Supporting staff 



Proposals 

28 Consultants (252-308 sessions) 
28 Supporting staff 



Western Infirmary 
Glasgow Eye Inf. Dr Smith 

Glasgow Eye Inf. Dr Thomson 

Glasgow Eye Inf. Dr Wilson/ 

Dr Hill 

Glasgow Eye Inf. Dr McWilliam/ 

Dr Christison 

Ophthalmic Institu- 
tion 
Stobhill 

Victoria Infirmary/ 

Southern General 
Dumfries 
Lanarkshire 
Stirlingshire 
Renfrewshire 
Ayrshire 



staff 
staff 
staff 

2 Cons. 2 Supporting staff 

3 Cons. 3 Supporting staff 

3 Cons. 3 Supporting staff 

1 Cons. 1 Supporting staff 

2 Cons. 2 Supporting staff 

1 Cons. 1 Supporting staff 

2 Cons. 2 Supporting staff 

2 Cons. 2 Supporting staff 

3 Cons. 3 Supporting staff 

3 Cons. 3 Supporting staff 



Detailed Proposals 

2 Cons. 2 Supporting 
2 Cons. 2 Supporting 
2 Cons. 2 Supporting 



Obstetrics and Gyncecology 

240. We recommend, in Glasgow, the identification of specific gymecological 
and obstetric units in such hospitals as do not embrace the combined specialty 
and a disposition of such units to provide combined consultant appointments 
within the specialty. This should be achieved as follows : 

(1) Western Infirmary (G) (2) Glasgow Royal Infirmary (G) 

Yorkhill Maternity Hospital (O) Royal Maternity Hospital (O) 

(Double Unit) 
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(3) 

(4) 



Victoria Infirmary (G) 

Royal Maternity Hospital (0) 
(Single Unit) 

Royal Samaritan Hospital (G) 
(Single Unit) 

Robroyston (O) 

Staff as at 31.12.61 
42 Consultants (391 sessions) 
7 S.H.M.O.’s (74 sessions) 
lOOi Supporting staff 



(5) Royal Samaritan Hospital (G) 

(Single Unit) 

Lennox Castle (O) 

(6) Royal Samaritan Hospital (G) 

(Single Unit) 

Western District Hospital (O) 
Proposals 

59 Consultants (531-649 sessions) 
95 Supporting staff 



Detailed Proposals 



Western Inf. "i 

Yorkhill Mater- lErof. Donald 

nity J 



Glasgow Royal 1 
Infirmary Lprof. Anderson 

Royal Maternity i 
(2 Units) J 
Victoria Inf. ") 

Royal Mat. Hosp. >Dr MacLennan 
(1 Unit) J 
Royal Inf. 1 

Eastern Dist., XDr Stirling 
Belvidere J 

Royal Samaritan \p> r Armstrong 
Robroyston J 
Royal Samaritan A Dr Wotherspoon 
Lennox Castle j 

Royal Samaritan \ Dr Murdoch 

Western District f 

Royal Samaritan Dr Sharman 

Redlands 

Stobhill 

Southern General/ 

David Elder 
Lanarkshire 
Stirling area 
Falkirk area 
Dunbartonshire 
Ayrshire 
Renfrewshire 
Dumfriesshire 



4 



3 

3 

3 

3 

1 

2 

5 

3 

6 
2 
2 
2 

4 

5 
3 



Cons. 8 Supporting staff 



Cons. 


7 


Supporting staff 


Cons. 


5 


Supporting staff 


Cons. 


5 


Supporting staff 


Cons. 


5 


Supporting staff 


Cons. 


5 


Supporting staff 


Cons. 


5 


Supporting staff 


Cons. 


2 


Supporting staff 


Cons. 


3 


Supporting staff 


Cons. 


8 


Supporting staff 


Cons. 


5 


Supporting staff 


Cons. 


9 


Supporting staff 


Cons. 


3 


Supporting staff 


Cons. 


3 


Supporting staff 


Cons. 


3 


Supporting staff 


Cons. 


6 


Supporting staff 


Cons. 


8 


Supporting staff 


Cons. 


5 


Supporting staff 



Adult Psychiatry 

241. In the Western Region three general hospital psychiatric units operate 
independently of any mental hospital link. Future developments should take 
account of the possibility of linking these units with an approporiate mental 
hospital We have made joint recommendations for Glasgow Royal Infirmary, 
Eastern District Hospital and Gartloch; Stobhill Hospital, and Woodilee; and 
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Southern General Hospital and Gartnavel Royal Hospital together with the 
Lansdowne Clinic. We feel that such a reorganisation would have much to 
recommend it from the staffing point of view. 

Our recommendations for Hartwood are based on the present situation 
and may need to be reviewed if and when it is linked with general hospitals. 

The Crichton Royal holds an established position as a centre for post- 
graduate training and research and our recommendations have been weighted 
accordingly. 

Staff as at 31.12.61 Proposals 

39 Consultants (417 sessions) 64 Consultants (576-704 sessions) 

31 S.H.M.O.s (341 sessions) 

61 Supporting staff 118 Supporting staff 



Detailed Proposals 



G.R.I./Eastern District/ 

Gartloch 6 

Stobhill/Woodilee 8 

Stoneyetts 1 

Gartnavel/Southem General/ 
Lansdowne/Western 12 

Hawkhead 5 

Argyll 2 

Ailsa 4 

Crichton 8 

Hartwood 6 

Riccartsbar/Dykebar 4 

Ravenscraig 2 

Bellsdyke 4 

Forensic Psychiatry 3 



Cons. 


12 


Supporting staff 


Cons. 


16 


Supporting staff 


Cons. 


1 


Supporting staff 


Cons. 


20 


Supporting staff 


Cons. 


10 


Supporting staff 


Cons. 


5 


Supporting staff 


Cons. 


8 


Supporting staff 


Cons. 


14 


Supporting staff 


Cons. 


12 


Supporting staff 


Cons. 


8 


Supporting staff 


Cons. 


4 


Supporting staff 


Cons. 


8 


Supporting staff 


Cons. (22 sessions) 



Child Psychiatry 

242. Staff as at 31.12.61 

2 Consultants (20 sessions) 
1 Supporting staff 



Proposals 

3 Consultants (27-33 sessions) 
3 Supporting staff 



Mental Deficiency 

243. Staff as at 31.12.61 Proposals 

4 Consultants (44 sessions) 9 Consultants (81-99 sessions) 

4 S.H.M.O.s (44 sessions) 

6 Supporting staff + G.P.s 14 Supporting staff 

Detailed Proposals 

Lennox Castle 4 Cons. 8 Supporting staff 

R.S.N.I. Larbert 3 Cons. 6 Supporting staff 

Birkwood, Kirklands 2 Cons. G.P.s 

Dunlop House, Broadfield — to be covered by Child Psychiatrists + G.P.s 



Ancesthetics 

244. We recommend that hospitals be grouped as shown on the table and 
appropriate staff numbers are shown against each. There may be some scope 
for reciprocal arrangements for leave cover as between convenient groups. 
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Staff as at 31.12.61 Proposals 

44i Consultants (448 sessions) 78J Consultants (707-868 sessions) 

32 S.H.M.O.s (307 sessions) 

58 Supporting staff 75 Supporting staff 

Detailed Proposals 
Western Inf. group, Redlands, 



Dental, Hairmyres (Thoracic 



unit) 


13 


Cons. 


13 


Supporting staff 


Royal Inf. group, Royal Ma- 
ternity, Gartloch 


14 


Cons. 


14 


Supporting staff 


R.H.S.C. 


3i 


Cons. 


1 


Supporting staff 


Victoria group, Hairmyres, 
Royal Samaritan 


8 


Cons. 


12 


Supporting staff 


Northern Group, Lennox 
Castle 


7 


Cons. 


7 


Supporting staff 


Southern General 


4 


Cons. 


4 


Supporting staff 


Dumfries 


3 


Cons. 


3 


Supporting staff 


Dunbartonshire 


2 


Cons. 


1 


Supporting staff 


Lanarkshire 


6 


Cons. 


6 


Supporting staff 


Paisley 


3 


Cons. 


3 


Supporting staff 


Greenock 


3 


Cons. 


3 


Supporting staff 


Stirlingshire 


6 


Cons. 


4 


Supporting staff 


Ayrshire 


6 


Cons. 


4 


Supporting staff 



Radiology 

245. We have received evidence that radiological departments in certain 
hospitals in Glasgow have commitments in so many hospitals that it is difficult 
to organise an efficient and economic radiological service which is satisfactory 
to radiologists and to doctors referring patients to these departments. We 
therefore propose alterations in the present grouping of hospitals for radio- 
logical purposes. The proposed grouping can be seen in the detailed list of 
recommendations below. One change is to lessen the responsibilities of the 
department at the Western Infirmary by transferring responsibility for Glas- 
gow Royal Maternity Hospital to the Department at Glasgow Royal Infirmary, 
for the Royal Samaritan Hospital to the Victoria Infirmary, and for Redlands 
Hospital to a group including the Royal Hospital for Sick Children, the Glas- 
gow ENT Hospital and the Glasgow Eye Infirmary. The other main change is 
to remove responsibility for hospitals in Lanarkshire from the Royal Infirmary 
department and to create a group of radiologists serving all the hospitals in 
Lanarkshire. The responsibilities for hospitals with small radiological com- 
mitments should remain as at present. All the work at Killearn Hospital is 
included in the recommendations for the department at the Western Infirmary. 

Staff as at 31.12.61 Proposals 

28 Consultants (295 sessions) 41 Consultants (369-451 sessions) 

7 S.H.M.O.s (60 sessions) 

13 Supporting staff 23 Supporting staff 

Detailed Proposals 
Western Inf./Killearn/Vale 

of Leven 6J Cons. 8 Supporting staff 
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Yorkhill, Redlands, ENT 
Hosp., Eye Infirmary 1J 

Royal Inf. group. Royal Mat. 5 
StobhiU 5 

Victoria/Samaritan 4 

Southern General 3 

Dumfries and Galloway 2 

Renfrewshire 3 

Stirlingshire 3 

Lanarkshire 4 

North Ayrshire 2 

South Ayrshire 2 



Radiotherapy 

246. Staff as at 31.12.61 

9 Consultants (86 sessions) 
2 S.H.M.O.s (16 sessions) 
4 Supporting staff 

Biochemistry 

247. Staff as at 31.12.61 
9 Consultants 



Cons. 






Cons. 


5 


Supporting staff 


Cons. 


2 


Supporting staff 


Cons. 


2 


Supporting staff 


Cons. 


1 


Supporting staff 


Cons. 


1 


Supporting staff 


Cons. 


1 


Supporting staff 


Cons. 


1 


Supporting staff 


Cons. 


1 


Supporting staff 


Cons. 

Cons. 


1 


Supporting staff 



Proposals 

10 Consultants (90-110 sessions) 

5 Supporting staff 

Proposals 

12 Consultants (108-132 sessions) 
15 Supporting staff 



Detailed Proposals 



Western/Killearn 2 

llasgow Royal Infirmary 2 
Yorkhill 1 

StobhiU 1 

Southern General 1 

Victoria Inf./Meamskirk 2 

Ayrshire 1 

Dumfries 1 

Lanarkshire 1 

Paisley/Greenock 1 

Stirling and Falkirk 1 



Cons. 


3 


Supporting staff 


Cons. 


3 


Supporting staff 


Cons. 


2 


Supporting staff 


Cons. 


1 


Supporting staff 


Cons. 


1 


Supporting staff 


Cons. 


2 


Supporting staff 


Cons. 


1 


Supporting staff 


Cons. 


1 


Supporting staff 


Cons. 


1 


Supporting staff 


Cons. 


1 


Supporting staff 


Cons. 


1 


Supporting staff 



Bacteriology and Virology 
248. Staff as at 31.12.61 
22 Consultants 



Proposals 

30 Consultants (270-330 sessions) 
30 Supporting staff 
Detailed Proposals 



Western Inf./Killearn/ 6 Cons. (inc. 6 Supporting staff 

Knightswood 2 Virology) 

Yorkhill 1 Cons. 1 Supporting staff 

Royal Maternity 1 Cons. 1 Supporting staff 

Glasgow Royal Infirmary 4 Cons. 4 Supporting staff 

Belvidere 1 Cons. 1 Supporting staff 

Stobhill/Robroyston 2 Cons. 2 Supporting staff 

Ruchill 3 Cons. (inc. 3 Supporting staff 

2 Virology) 
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Victoria Inf./Mearnskirk 1 

Southern General 1 

Glasgow Public Health Lab. 1 
Shelley Road 1 

Ayrshire 2 

Dumfries 1 

Paisley & Greenock 2 

Hairmyres 1 

Hamilton/Law/Stonehouse 1 

Stirling and Falkirk 1 



Cons. 


1 


Supporting staff 


Cons. 


1 


Supporting staff 


Cons. 


1 


Supporting staff 


Cons. 


1 


Supporting staff 


Cons. 


2 


Supporting staff 


Cons. 


1 


Supporting staff 


Cons. 


2 


Supporting staff 


Cons. 


1 


Supporting staff 


Cons. 


1 


Supporting staff 


Cons. 


1 


Supporting staff 



Pathology and Hcematology 
249. Staff as at 31.12.61 
21 Consultants 



Proposals 

51 Consultants (459-561 sessions) 
50 Supporting staff 



Detailed Proposals 



Western Infirmary 


Pathology 


5 


Cons.") 




Western Infirmary 


Orthopaedic 


1 


Cons I ^ ^upponing sian 




Pathology 








Western Infirmary/ Neuro- 




f 




Killearn 


pathology 


1 


Cons, j 




Western Infirmary 


Gynae. Path. 


1 


Cons.J 




Western Infirmary 


Haematology 


1 


Cons. 1 


Supporting staff 


Beatson 




2 


Cons. 




Yorkhill 


Pathology 


2 


Cons. 3 . 


Supporting staff 


Yorkhill 


Haematology 


1 


Cons./ 


Royal Maternity 


Pathology 


2 


Cons.\ . 


Supporting staff 


Royal Maternity 


Haematology 


1 


Cons, / 


Glasgow Royal Inf. Pathology 


6 


Cons.~| 
Cons, j 




Glasgow Royal Inf. Haematology 


1 


Supporting Saff 


Belvidere 


Pathology & 




yn 

i 




Haematology 


1 


Cons.J 




Stobhill 


Pathology 


2 


Cons.\ 


Supporting staff 


Stobhill 


Haematology 


1 


Cons. / 


Ruchill 


Pathology & 










Haematology 


1 


Cons. 1 


Supporting staff 


Victoria Inf./ 






"I 


Mearnskirk 


Pathology 


2 


Cons. „ 


Supporting staff 


Victoria Inf./ 




I 


Mearnskirk 


Haematology 


1 


Cons.J 




Southern General 


Pathology 


2 


Cons.\ 


Supporting staff 


Southern General 


Haematology 


1 


Cons./ 2 


Vale of Leven 


Clin. Path. 


2 


Cons. 2 


Supporting staff 


Ayrshire 


Pathology & 








Haematology 


3 


Cons. 2 


Supporting staff 


Dumfries 


Pathology 


1 


Cons.l 


Dumfries 


Haematology 


1 


Cons./ 2 


Supporting staff 


Paisley/Greenock 


Pathology 


1 


Cons. \ 


Supporting staff 


Paisley/Greenock 


Haematology 


1 


Cons. / 2 


Hairmyres 


Pathology 


1 


Cons.l 7 


Supporting staff 


Hairmyres 


Haematology 


1 


Cons./ 
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Law/Stonehouse Pathology 2 Cons.\ 2 s ti taff 

Law/Stonehouse Hsematology 1 Cons.J 

Stirling/Falkirk Pathology 1 Cons.\ 2 s rting staff 

Stirlmg/Falkirk Hematology 1 Cons.J 

250. Mr J. B. Hume, who had participated fully in the work of the Committee, 
was awarded a Nuffield Travelling Fellowship and went abroad before the 
final drafting of the Report was completed. 

251. We are grateful to the Board of Management for Glasgow Royal In- 
firmary and the Associated Hospitals for releasing Mr R. R. W. Stewart from 
most of his regular duties in order that he could act as Secretary to the Com- 
mittee. 

J. H. WRIGHT 
J. BRUCE DEWAR 
F. DENYS BEDDARD 
D. M. DOUGLAS 
A. K. M. MACRAE 
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APPENDIX 1 



The Secretary of State hereby appoints 

J. H. Wright, Esq., m.d., p.r.f.p.s., f.r.c.p.e., 

F. D. Beddard, Esq., m.r.c.s., l.r.c.p., m.b., b.s., 

J. Bruce Dewar, Esq., f.r.c.s., f.r.c.o.g., j.p., 

Professor D. M. Douglas, m.b.e., f.r.c.s., 

J. B. Hume, Esq., 

A. K. M. Macrae, Esq., m.b., ch.B., Dip. psych., f.r.c.p.e., 

to be a Committee to review the medical staffing structure in Scottish Hospitals 
in the light of the principles set out in the Report of the Joint Working Party 
on the Medical Staffing Structure in the Hospital Service ; and to make recom- 
mendations about the organisation of the medical staffing in each hospital 
region and the number, type and distribution of posts required. 

The Secretary of State further appoints J. H. Wright, Esq., M.D., p.r.f.p.s., 
f.r.c.p.e,, to be Chairman and R. R. W. Stewart, Esq., to be Secretary of 
the Committee. 

The Secretary of State hereby directs that, for the purpose of carrying out 
the review and making recommendations as aforesaid in relation to the area 
of each Regional Hospital Board, there shall be added to the Committee 
one person nominated by the Regional Hospital Board ; 
one person nominated by the Regional Consultants and Specialists 
Committee; 

one general practitioner nominated by the Regional Board after 
consultation with Local Medical Committees in the Region. 

(Sgd) T. D. Haddow 
Secretary 

Department of Health for Scotland. 

St. Andrew’s House, 

Edinburgh 1. 

14th November 1961 
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APPENDIX 2 



Sources of Evidence Received 

* indicates that oral evidence was also given 

1 . Professional bodies and other organisations 

(a) Regional Hospital Boards 

* Eastern Regional Hospital Board 
'•“North-Eastern Regional Hospital Board 
♦Northern Regional Hospital Board 
♦South-Eastern Regional Hospital Board 
♦Western Regional Hospital Board 

(b) Other Hospital Authorities 

Glasgow Royal Infirmary Board of Management 
Glasgow Victoria Hospitals Board of Management 

(c) Other bodies 

Note: Evidence from British bodies was received through Scottish Committees or 
Councils. 

Advisory Committee on Medical Research (Scotland) 

Anaesthetic Services Sub-committee (Central Consultants and Specialists Committee) 
(Scotland) 

Anaesthetic Services Sub-committee (Western Regional Consultants and Specialists 
Committee) 

♦Angus Local Medical Committee 
Association of Clinical Biochemists 
Ayrshire Consultants and Specialists Association 

Board of Studies in Medicine, University of Edinburgh 

Board of Studies in Psychological Medicine, University of Edinburgh 

British Association of Orthopaedic Surgeons 

British Association of Otolaryngologists 

British Association of Urological Surgeons 

British Geriatrics Society 

British Paediatric Association 

♦Central Consultants and Specialists Committee (Scotland) (B.M.A.) 

City of Aberdeen Local Medical Committee 
College of General Practitioners (Scotland) 

♦Dundee Local Medical Committee 
♦Eastern Regional Consultants and Specialists Committee 
Eastern Regional Hospital Junior Staff Group 
♦General Medical Services Committee (Scotland) (B.M.A.) 

Hospital Junior Staff Group (Scotland) 

Joint Tuberculosis Council 
Medical Practitioners Union 

North-Eastern Regional Consultants and Specialists Committee 
♦North-Eastern Regional Hospital Junior Staff Group 
Northern Regional Consultants and Specialists Committee 
Northern Regional Hospital Junior Staff Group 

Ophthalmic Services Sub-committee (Central Consultants and Specialists Committee) 
(Scotland) 

Ophthalmic Services Sub-committee (Western Regional Consultants and Specialists 
Committee) 

Perth and Kinross Local Medical Committee 
♦Royal College of Obstetricians and Gynecologists 
Royal College of Physicians of Edinburgh 
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Royal College of Physicians and Surgeons of Glasgow 
♦Royal Medico-Psychological Association (Glasgow) 

Scottish Association of Medical Administrators 
Scottish National Blood Transfusion Association 
♦Scottish Radiological Society 
♦Scottish Society of Anaesthetists 
Scottish Society for Experimental Medicine 
Society of British Neurological Surgeons 
Society of Medical Officers of Health (Scotland) 

South-Eastern Regional Consultants and Specialists Committee 
South-Eastern Regional Hospital Junior Staff Group 

Tuberculosis and Chest Services Sub-committee (Central Consultants and Specialists 
Committee) (Scotland) 

University of Aberdeen 
University of Edinburgh 
University of Glasgow 
University of St. Andrews 

Western Regional Consultants and Specialists Committee 
Western Regional Hospital Junior Staff Group 
2. Hospital Medical Staff Associations 

Astley Ainslie and Edenhall Hospitals 
Ayrshire Central Hospital 
Bangour General Hospital 
Bridge of Earn Hospital 
Bruntsfield Hospital 
Chalmers Hospital 
Crichton Royal Hospital 
Deaconess Hospital 
Dumfries and Galloway Hospitals 
Dunbartonshire Hospitals 
Dunoon Hospitals 

Eastern General Hospital, Edinburgh 
East Fife Hospitals 
East Fortune Hospital 
East Lothian Hospitals 
Falkirk and District Hospitals 
Glasgow ENT Hospital 
Glasgow Eye Infirmary 
♦Glasgow Royal Maternity Hospital 
Glasgow Royal Infirmary and Associated Hospitals 
Glasgow South-Western Hospitals 
Greenock and District Hospitals 
Haiimyres Hospital 
Hartwood Hospital 
Hawkhead Hospital 
Killeam Hospital 
Kilmarnock Infirmary 
Law Hospital 
Leith Hospital 
Lennox Castle Hospital 
Longmore Hospital 

Motherwell, Hamilton and District Hospitals 

Peel Hospital 

Redlands Hospital 

Robroyston Hospital 

Royal Alexandra Infirmary, Paisley 

Royal Beatson Memorial Hospital 

Royal Edinburgh Hospital 

Royal Hospital for Sick Children, Edinburgh 

Royal Hospital for Sick Children, Glasgow 

Royal Infirmary of Edinburgh 

Royal Samaritan Hospital 

Ruchill Hospital 

Stirling Royal Infirmary and Associated Hospitals 
Stobhill Hospital 
Stratheden Hospital 
♦Victoria Infirmary, Glasgow 
West Fife Hospitals 
Western General Hospital, Edinburgh 
Western Infirmary, Glasgow 
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APPENDIX 3 



For Office use 



Statistical Questionnaire 

REVIEW COMMITTEE ON 
MEDICAL STAFFING IN SCOTLAND 
WORK LOAD IN SPECIALIST UNITS 



General Notes 

1. The object of the questionnaire is to relate a particular 
group of staff to simple indices of work load (NOT to 
record the total work load) and to use the results in two 
ways (a) to prepare a record of the position in individual 
situations and (b) to compare the position in comparable 
situations where possible. 



Form of Return for Units, 
Firms, Departments or 
Charges providing services 
in the Specialties of GEN- 
ERAL MEDICINE, CARDI- 
OLOGY, METABOLIC 
DISEASES, DIABETES, 
NEUROLOGY, GASTRO- 
ENTEROLOGY, DER- 
MATOLOGY, CHEST 
MEDICINE, TUBER- 
CULOSIS, VENERE- 
OLOGY, RHEUMAT- 
OLOGY, PHYSICAL 
MEDICINE, MEDICAL 
PAEDIATRICS, IN- 
FECTIOUS DISEASES or 
any combination of above. 



2. A Separate form should be completed for each identifiable unit, firm, department or 
charge in every hospital having a total staffed bed complement of over 50 beds. The smaller 
hospitals will, of course, appear in some cases in para. D where they are serviced by a unit at 
a larger hospital or as part of the commitment of individuals listed in para. F. 

3. It is suggested that paragraphs A, B, C, D and columns (a), (b), (c) and (d) of F should 
be completed in the Regional Hospital Board office, and para. E and column (e) and (f) (where 
applicable) of para. F be completed by Boards of Management with the help, where necessary, 
of the senior member of the unit. 

Where hospitals listed in paras. A and D fall into more than one Board of Management 
group, it is suggested that the Board of Management responsible for the main hospital shown 
should collect the figures from the others and aggregate them. Where there is difficulty in 
obtaining exact figures, approximations would be adequate. 

4. The definitions of staffed beds, new out-patients and attendances are those given on Form 
H.S.10. 

5. A unit, department, firm or charge should be defined as a group of staff whose work 
together can be separately identified. Individual members of a unit may, of course, take part 
in the work of more than one unit and therefore appear on more than one form. 

6. University staff should be recorded in their honorary hospital grading with the symbol 
(U) after the grade. 

7. Whole time university staff should be recorded as 11 sessions, the time spent on teaching 
and research within those sessions being reflected in the answer to para. E (1). 



A. MAIN HOSPITAL WHERE UNIT IS BASED 



B. NOMINAL ROLL OF THE UNIT, etc., as at 31st December, 1961 

The senior member of the UNIT should be shown first. Actual names should be given for 
Consultants, S.H.M.O.s and Senior Registrars. Others need only be listed by grade, if names 
are not readily available. Vacancies should be recorded as A. N. Other. 



Name Grade 



(i) 

(ii) 

(iii) 

(iv) 

(v) 

(vi) 

(vii) 
(vm) 

(ix) 

(x) 

(xi) 

(xii) 



Approx. No. of N.H.Ds 
devoted to the work of 
Total No. of this Unit at the Hospitals 
N.H.Ds per week or Clinics in Para. A 
under contract above and D below 
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C. SPECIALTY 

Please record any special interests of the Unit: 



D. OTHER HOSPITALS OR CLINICS WHERE UNIT AS A WHOLE PROVIDES A 
SERVICE: 

(i) 

(ii) 

(iii) 

(iv) 

(v) 

(vi) 



E. INDEX OF WORK LOAD FOR WHICH THE UNIT AS A WHOLE IS 
RESPONSIBLE 

Figures should be aggregated for all the hospitals listed in pars. A and D 
above. 

(i) Estimated total time in hours per week spent by the Unit as a whole 

(i.e., the sum of the time spent by individuals) on teaching and 

research 

(ii) Number of staffed beds for which the unit is responsible as at 30th 

September, 1961 — - 

(iii) In-patients discharged from these beds during the year ended 30th 

September, 1961 

(iv) Number of out-patient clinics conducted by the Unit as a whole per 

annum 

(v) Number of new out-patients seen by the Unit as a whole during the 

year ended 30th September, 1961 

(vi) Number of out-patient attendances during the year ended 30th Sep- 

tember, 1961 

(vii) Is travelling time of the Unit as a whole 

(a) HEAVY e.g.. Hospitals served more than 20 miles apart 

(b) LIGHT e.g., Several hospitals within a 10 mile radius 

(c) NEGLIGIBLE e.g., Most work done at one hospital 
(viii) Where applicable please give some estimate of the population and 

approximate area (in square miles) for which the Unit is providing a 

service 



(ix) Please state any unusual major items of work which have a material 
bearing on the work load of the Unit as a whole 



F. ADDITIONAL WORK DONE AS INDIVIDUALS BY CONSULTANT, S.H.M.O. 
OR SENIOR REGISTRAR MEMBERS OF THIS UNIT WHICH IS NOT DONE AS PART 
OF THE SERVICE GIVEN BY THIS UNIT AS A WHOLE NOR AS PART OF THE 
WORK OF A UNIT, CHARGE, FIRM OR DEPARTMENT, AT HOSPITALS NOT 
LISTED AT A OR D ABOVE e.g., Pastoral visiting, isolated clinics or sessions conducted 
at a hospital where there is no identifiable Unit in the specialty. 

(a) (b) (c) (d) (e) (f) 

Approx. No. of 

N.H.Ds devoted No. of No. of beds 
to work under Clinics held visited 
Name Grade Hospital(s) this heading per annum 



(i) 

(ii) 

(iii) 

(iv) 

(v) 

(vi) 
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APPENDIX 4 



The following is the Platt Working Party’s “Summary of Main Conclusions 
and Recommendations” printed on pages 49-54 of their Report. 

General 

1. The staffing structure must be based upon consultants as being the only 
doctors in the Hospital Service who should take full personal responsibility 
for patients and the medical work required for them (paragraphs 28, 30 and 47). 

2. The structure below the consultant grade must provide for: 

(i) doctors required to assist consultants 

(ii) doctors needing postgraduate experience and training in hospital as 
a preparation to their professional career (paragraph 29). 

3. In order that the hospitals’ obligations in providing postgraduate experience 
and training may be fulfilled many of the assistants’ post must be of limited 
tenure (paragraph 31). 

4. The structure must have regard to the facts that : 

(i) there will be some doctors who do not succeed in obtaining con- 
sultant appointments for whose future the Hospital Service must pro- 
vide; 

(ii) general practice depends upon the Hospital Service for its new 
entrants; 

(iii) suitably qualified general practitioners should take part in hospital 
work (paragraphs 32 and 33). 

Consultants 

5. A consultant is a doctor chosen by reason of his ability, qualifications, 
training and experience, to take full personal responsibility for the investigation 
and/or treatment of patients without supervision in professional matters 
(paragraph 40). 

6. More consultants are needed (paragraph 41). 

7. Consultant responsibility is being excessively or inappropriately delegated 
and is being borne by senior hospital medical officers, senior registrars and 
members of junior grades (paragraphs 41 and 45). 

8. This situation is due to a variety of factors, many of which are listed 
(paragraph 42). 

9. A consultant’s responsibility to his patients applies to them all con- 
tinuously (paragraph 47). 

10. The extent to which duties and responsibilities are delegated to doctors 
below consultant rank, who should act as assistants to the consultants, will 
vary between specialties and according to the seniority and experience of the 
assistants (paragraph 47). 

11. The consultant’s overall and personal responsibility for his patients 
continues notwithstanding delegation (paragraph 47). 
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12 A consultant should devote sufficient time to his hospital to enable that 
responsibility to be discharged; in hospitals largely concerned with the treat- 
ment of acute illness the aim should be for every patient to be seen by the 
responsible consultant two or three times a week at least (paragraph 47). 

13. The existing practice of allowing a consultant to choose between a con- 
tract for whole time service or one for maximum part-time service, subject to 
the needs of the Hospital Service should continue (paragraph 47). 

14. When part-time appointments for a small amount of service have to be 
filled they should, where practicable, be absorbed into the duties of existing 
staff or grouped together (paragraph 47). 

15. A consultant’s duties should be precisely stated in his contract (para- 
graph 47). 

16. Consultants’ services should be more extensively organised on the firm 
system (paragraph 48-56). 

17. In the view of the Working Party’s clinician members, as a rough guide 
in acute units in general medicine and general surgery a firm of two whole- 
time or maximum part-time consultants working at a non-teaching hospital 
and assisted by one registrar and two housemen might be expected to be able 
to take responsibility for 60-80 in-patients with the associated outpatient and 
emergency duties. The number may, however, vary widely with local conditions 
and the type of work (paragraph 57). 

Senior Registrars 

18. The senior registrar grade should be retained primarily as a training 
grade (paragraph 69). 

19. Four years should continue to be regarded as the desirable normal period 
of training but should not be applied as a rigid minimum or maximum (para- 
graph 70). 

20. The number of training posts required should be reviewed annually by 
reference to the needs of Great Britain as a whole taking account of (a) pros- 
pective consultant vacancies (b) the number of doctors likely to be in the field 
of competition for them (paragraph 71). 

21. All appointments committees should include representatives both from 
teaching hospitals and from non-teaching hospitals (paragraph 72). 

22 A report on a senior registrar’s suitability for continued training should 
be made after his first year in the grade and a firm decision taken within six 
months thereafter whether he is suitable for retention in the grade (paragraph 73). 

23. Permanent employment should be assured to a fully trained senior 
registrar in an appointment in another grade if he does not obtain a consultant 
post (paragraph 74). 

24. Schemes for rotation between a teaching hospital and a non-teaching 
hospital during the normal four years training period should be further developed, 
particular non-teaching hospitals being designated for senior registrar training 
and their destination being periodically reviewed (paragraphs 75-76). 

25. The fullest extension of rotational schemes may sometimes depend on 
suitable accommodation or removal grants being available for the senior 
registrars (paragraph 77). 

26. Joint advisory regional committees should be established in each region of 
representatives of the regional hospital board, the board(s) of governors and 
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the university, to organise and supervise rotational schemes and to advise on 
the suitability of individual senior registrars for retention in the grade; the 
committees might also act as a regional centre for information about prospects 
(paragraphs 78-83). 

Registrars and Housemen 

27. The registrar, senior house officer, house officer (fully registered) and 
house officer (provisionally registered) grades need to be retained and should 
continue under their present names (paragraphs 84-89). 

28. Appointments as registrar, senior house officer and house officer (fully 
registered) should be for a limited period agreed between the employing author- 
ity and the doctor within a maximum of one year for the house officers and 
senior house officers and two years for registrars, but an agreed extension of 
these periods should be permissible (paragraphs 90 and 91). 

29. A candidate for a registrar appointment should normally be required to 
have had twelve months’ continuous service as a houseman after full registration, 
or equivalent service (paragraph 91). 

30. There is a shortage of staff in the junior grades and but for the service 
available from doctors from overseas, mostly here for postgraduate training and 
experience, the staff situation in these grades would be critical (paragraphs 93-97). 

3 1 . Quality also is sometimes deficient (paragraph 98). 

32. The Hospital Service will not secure an adequate and efficient staff of 
fully registered housemen and registrars unless reasonable prospects of a good 
career in some branch of medicine are assured to the doctors who serve in these 
capacities (paragraph 100). 

33. Integral parts of any solution of the junior staffing problems are (a) 
longer hospital service by young doctors (b) more help by general practitioners, 
though time will be needed for these sources of help to be developed (paragraphs 
101-112). 

34. A doctor who continues to work in hospital after becoming fully registered 
becomes a better doctor: ideally new entrants to general practice should have 
spent at least two years in hospital work after becoming fully registered and if 
this became the regular pattern for British graduates a substantial contribution 
would be made to junior hospital staffing (paragraphs 103-107). 

35. The availability of satisfactory accommodation for married as well as 
unmarried doctors and not necessarily limited to doctors holding resident 
appointments will have an important bearing on the readiness of doctors to 
stay longer in the junior hospital grades (paragraph 109). 

Senior Hospital Medical Officers 

36. The senior hospital medical officer grade should not continue to be 
recognised as part of the permanent structure (paragraph 121). 

Medical Assistant Grade 

37. A need exists for a grade of unlimited tenure below consultant rank, and 
clearly distinguishable from the consultant grade. It should consist of doctors 
who will work as assistants and should be open to doctors with two or more 
years’ service as registrars, who have worked in hospital for three years or more 
since full registration (paragraphs 122-125, 132 and 136). 
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38. Overriding considerations in the establishment of such a grade are that 
(1) a satisfactory standard of consultant staffing is provi e , 

(21 the number of posts is controlled, 

(31 the grade should supplement not replace measures to encourage 
voung doctors to stay longer in hospital work before going into general 
pSe etc " and Jprovide more scope for general practitioners to 
help in hospitals (paragraph 123). , . ,, 

39 The new grade should be known as the Medical Assistant grade, the 

should be recognised as being potential candidates for consultant appomtmen 

(paragraphs 124-130). . , 

40. A relatively long incremental scale of pay would seem to be require 

(paragraph 131). 

Junior Hospital Medical Officers 

41. The grade should be closed to new appointments (paragraph 133). 

The Special Needs of Particular Specialties 

42. Special needs exist in some specialties for long-term appointments below 
consultant level; the medical assistant grade will provide a means of meeting 
these needs in future (paragraph 136). 

General Practitioners and Hospital Staffing 

43 The employment of suitably experienced general practitioners m part-time 
hospital appointments as medical assistants in which they will make regular 
daily hospital visits for supervising house officers should be developed in 
addition to clinical assistantships at special clinics (paragraphs 110-112 and 

44 Specific recognition should be given in the Terms and Conditions oi 
Service of Hospital Medical Staff to the employment of general practitioners as 
part-time medical assistants and part-time clinical assistants (paragraphs 137 
and 142). 

Review and Reorganisation 

45 Hospital boards should, with consultant advice, institute a review of the 
medical staffing of their hospitals in the light of the principles set out by the 
Working Party and of the recommended changes in structure and submit a 
report to the responsible Minister together with proposals for such additional 
consultant appointments as may be found to be required and for posts m the 
medical assistant grade (paragraphs 144-145). 

46. The report should deal with the development of the firm system, the 
reorganisation of consultant service and the development of rotational schemes 
of training for senior registrars and the establishment of joint advisory regional 
committees on senior registrars (paragraphs 146-148). 
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47. The responsible Minister should seek advice on the proposals for addi- 
tional consultant appointments and for the establishment of medical assistant 
posts from a professional committee consisting of members appointed by him and 
by the Joint Consultants Committee (paragraph 149). 

48. Where a senior hospital medical officer receiving the special allowance of 
£550 per annum is occupying a post which is approved as a consultant post, 
following the review, he should be entitled to have his professional status in 
the post reviewed (paragraph 150). 

49. After the introduction of the medical assistant grade no more senior 
hospital medical officers or senior casualty officers should be appointed (para- 
graph 151). 

50. Information should regularly be obtained and published — 

(i) about the size of the various grades and also on such matters as 
the age distribution in the various grades, the period young doctors 
are spending in the grades of limited tenure and the number of 
overseas doctors working temporarily in the Hospital Service; 

(ii) the extent to which help from general practitioners is being enlisted; 

(iii) the output of graduates from the medical schools (paragraph 152). 
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